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ADDRESSES AND ORIGINAL ARTICLES 


MEDICAL PROBLEMS IN MINERAL 
METABOLISM * 


By R. A. McCance, M.D., Ph.D. Camb., 
F.R.C.P. Lond. 


ASSISTANT PHYSICIAN IN CHARGE OF BIOCHEMICAL RESEARCH, 
KING’S COLLEGE HOSPITAL, LONDON 





IlIl.—EXPERIMENTAL HUMAN SALT 
DEFICIENCY 

IN my second lecture I tried to give vou an account 
of the importance of sodium chloride deficiencies 
in clinical medicine, and it must have been obvious 
to you how incomplete is our knowledge of the 
subject. It is perfectly true that a great deal has 
been written on the matter, but much of it will 
not bear scientific criticism. Almost all the salt 
deficiencies which have been produced experimentally 
have been accompanied by a forced loss of water, 
alkalosis, starvation, Addison’s disease, or diabetes, 
and it is difficult to disentangle the effects. Patients 
with salt deficiencies are generally too ill to be studied 
experimentally, and there is generally the complica- 
tion of some coincident disease. It occurred to me 
that if I could produce a simple sodium chloride 
deficiency in a normal animal or person, uncomplicated 
by forced dehydration, change of reaction, or any 
other concurrent morbid process I might be able to 
throw some light on the pathology of this group of 
diseases. A salt-free diet combined with sweating was 
the obvious method to try first. None of the ordinary 
laboratory animals are available for this sort of experi- 
ment since they do not sweat, but in any case man is 
the best experimental animal to use in this type of 
research, so I decided to employ him. Continuous 
loss of hypotonic sweat would of course lead to an over- 
concentration of the sodium salts in the body fluids, 
but my intention was to replace the water as it was 
lost by the simple process of giving more to drink, 
so that the net result would merely be a loss of sodium 
chloride and bicarbonate. I planned to follow the 
development of the deficiency by noting any symptoms 
or physical signs that might appear, and by studying 
the composition of the blood and the intake and 
output of mineral salts and nitrogen. As you can 
iniagine, experiments of this sort are not very easy 
to carry out. I could not possibly have done them 
by myself and any success that I may have had has 
been the result of team-work. I have had a great 
deal of help from Miss E. M. Widdowson and my 
wife. I could never have managed the technical 
work but for the assistance of L. R. B. Shackleton, 
A. W. Haynes, and R. J. Millar, and I should like 
to take this opportunity of saying publicly how much 
I have appreciated all this coéperation. 


Conduct of the Experiments 

There have so far been four subjects. The first 
was one of the women medical students, P. M. 
Edwards, who very kindly volunteered to be the 
pioneer. We never succeeded in making her really 
salt-deficient. 

After I had got the technique through its teething 
troubles I made myself sodium-deficient and I have 
since done it a second time. Between my two exploits 


* The Goulstonian lectures for 1936, delivered before the 
Royal College of Physicians of London on March 5th, 10th, 
and 12th. Lectures Il. and Il. appeared in previous issues. 
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we have carried out experiments on two medical 


_ students from Oxford, R. B. Niven and D. Whitteridge, 


and I could not have wished for better or more willing 
helpers. There have therefore been five main experi- 
ments of which the first was a semi-quantitative trial, 
the second and third were fully quantitative balance 
experiments, and the fourth and fifth were carried 
out partly to confirm previous observations and 
partly to open up fresh ground. 

We have found that it takes us about a week to 
make the subjects seriously deficient. We have 
generally maintained them in this condition for 
3 or 4 days, so that the deprivation periods have all 
lasted about 11 days. The recovery periods have 
varied from 24 hours to 7 days according to the object 
of the particular experiment. 

We have unfortunately no diet kitchen at King’s 
College Hospital, so that it was impossible to have our 
special low salt diets prepared there, but my wife 
very kindly offered to do this for us, so I slept and 
ate at home and two of the other subjects have also 
stayed in my house during their experiments. We 
have lived mostly on salt-free ‘casein’? bread, 
synthetic sodium chloride-free milk, salt-free butter, 
thrice boiled vegetables, jam, fruit, home-made 
salt-free shortbread and toffee. All the food was 
carefully weighed. The milk and bread were designed 
for these experiments 2° to enable a reasonably high 
protein intake to be combined with a salt-free diet, 
and both are quite palatable. I am very much 
indebted to Miss B. Swayne for making this bread 
for us. I experimented with rather more fancy 
dishes such as washed mince curried, but they were 
not a great success. During the recovery periods 
Niven and I ate regulated quantities of highly 
salted foods such as anchovies and bacon and also 
small weighed amounts of pure sodium chloride. We 
ate the bacon out of the frying pan to avoid losing 
any of its salt, and then, to make assurance doubly 
sure, we washed out the pan with a little hot water 
and drank the washings. All these salted foods and 
also all special foods such as the washed mince and 
vegetables were analysed. The composition of other 
foods was taken from our own food tables.!° 12 

We used a full length radiant heat bath as a sweating 
chamber. A mattress with two pillows at one end 
was placed on the floor and over all an 8 ft. strip of 
red rubber sheeting. The bath was placed on the 
sheeting. The open end of the bath, which was of 
the usual “tunnel” type, was closed by hanging a 
second piece of sheeting over it. The heat was always 
switched on half an hour before the subject got into 
the bath. Sweating under these conditions may be 
extraordinarily profuse. The subject usually spent 
two hours simmering inside with the heat on, followed 
by 10 minutes with the heat off, and during this time 
it was quite usual to lose 2 litres of water. Whitteridge 
once lost over 3 litres. 500-1000 ¢.cm. of sweat 
had generally been scooped off the sheeting before 
the subject came out. It is not very uncomfortable 
inside provided perspiration becomes profuse at a 
reasonably low body temperature : between 100° and 
101° F. suited me very well. I sometimes got 
considerable abdominal discomfort towards the end. 
Whitteridge felt very sick once or twice after getting 
out, but Niven and Miss Edwards rather enjoyed the 
performance. The two hours and ten minutes in the 
bath passed quickly. There was really plenty to 
do, temperatures to take, notes to be made, measured 
amounts of water to be drunk, and so on. When 
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time was up the subject crawled out and stood in 
an enamel tub while he was washed down from head 
to foot with a jet of warm distilled water. This 
was rather pleasant. 

When the subject was out of the bath, washed 
down, dried, and dressed again, and all possible 
liquid sweat had been bailed off the sheetings, these, 
and the parts of the air bath touching them, were 
washed down with distilled water into the enamel 
tub. The contents were then evaporated down for 
analysis. 

All urines and faeces were preserved for analysis, 
the latter in periods of several days at a time. To 
collect the insensible perspiration we wore special 
underclothes (day and night) which had previously 
been washed four or five times in distilled water. 
At the end of the deprivation period we took these 
off and washed them out in distilled water till the 
washings were again chloride-free. The washings 
were evaporated down and analysed. The under- 
clothes were then dried, and we put them on again 
till the experiment was over, when they were again 
washed and the washings analysed. We shaved, 
but were very careful to get the lather off, and we 
used no soap anywhere else except for our hands, 
so that we did very little domestic washing of any 
kind. 

Symptoms and Signs *® 

Salt deficiency preduces an obvious change in the 
facies. The temporal hollows and the cheeks fall in, 
and the eyes seem tired and sunken. I think we all 
looked rather worn and ill towards the end of our 
experiments. 

There is always a loss of weight, to which I shall 
refer again later. We have all noticed a peculiar 
sensation in the mouth, which is present all day 
long. This is not thirst, although Miss Edwards 
considered that it was so, and drank freely in her 
attempts to obtain relief. All food seems to be taste- 
less, even fruit, which contains no salt and is normally 
eaten without any. I found that cigarettes had lost 
all their flavour. At the same time an apple would 
never be mistaken for a pear. The characteristic 
flavours are there, but they are blunted. I am 
afraid we have not been able to make very much 
headway with the investigation of this symptom. 
At the close of my second experiment I tried the 
effect of washing out my mouth with salt and water 
and found it very refreshing, and thought my sense 
of flavour was thereby restored. We have examined 
the resting saliva cn several occasions and have not 
been able to detect any important change in com- 
position. I believe these observations are of clinical 
interest, for I think it is quite possible that the 
“thirst ’ so often complained of by patients with 
intestinal obstruction may really be this curious loss 
of taste brought about by salt deficiency. At all 
events Mr. J. B. Hunter has informed me that a 
patient’s “‘thirst’’ is often relieved by hypertonic 
saline in amounts too small to relieve the general 
dehydration. 

Anorexia and nausea are prominent symptoms. 
I was never hungry, and I think this is true of all 
the other victims, but Niven and I always managed 
to get through the prescribed rations for the day. 
Whitteridge was sick one evening after sweating. 
This nausea is not at all the same as “ indigestion,” 


from which none of us suffered. Indeed, the 
nausea is not noticeably related to food, and my 
feelings of sickness often passed off after I had 
managed to force a little food down my throat. The 
nausea and lack of appetite were not due to achlor- 
hydria. The response to histamine, moreover, 
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when we were salt-deficient was almost exactly the 
same as it was when we were in normal health. 
None of us suffered from constipation. 

We have all noticed that our water metabolism 
was not normal, After drinking a large amount of 
water no diuresis would develop at the expected 
time, but then, hours later—possibly during the 
night—the diuresis would begin. On one occasion, 
for example, Whitteridge wished to produce a diuresis 
for some kidney function tests to be carried out at 
midday. He began to drink at breakfast time, but 
the diuresis was quite moderate during the tests and 
fell off later. Between 10 p.m. that night and 8 a.m. 
next morning, however, he passed 1800 c.cm. of 
urine ! 

We have all suffered a good deal from cramps 
except Miss Edwards, who escaped, I think because 
her deficiency was relatively slight. These cramps 
are most characteristic. They are not the severe 
localised type described by Moss?* and others ?}® 
in miners and stokers. Our cramps were relatively 
mild and easily controllable, but any muscle sud- 
denly brought into action was liable to spasm. 
Coughing produced cramps all round the chest ; 
yawning, cramp in the floor of the mouth. I think 
the most characteristic were the cramps in the 
fingers that came on whenever one tried to use a 
pipette or a pair of forceps. 

We have all suffered from excessive fatigue and 
a general sense of exhaustion. Towards the end 
Whitteridge felt wretched enough to go to bed as 
soon as the day’s experiments were over, but I fancy 
I felt the physical strain more than the others. I 
noticed it particularly in going up the two flights 
of stairs to the laboratory, and the effort was accom- 
panied by a sense of breathlessness and a most 
unpleasant feeling of constriction across my sternum, 
which compelled me to pause and rest several times 
on the way up. Once or twice I found my arm getting 
tired while I was shaving, and one day at breakfast 
I actually noticed my jaws getting tired eating 
toast! On the other hand, I think my mental 
faculties were more or less normal, whereas Whit- 
teridge and Niven both got into an extraordinarily 
interesting state, in which they were content to sit 
and do nothing in a chair, sometimes for hours on 
end. They both commented on feeling ‘‘ slow in the 
head.”” They reacted very slowly and apathetically 
to any suggestions, pleasant or unpleasant, made 
to them, and their whole mental processes appeared 
to be dulled. Whitteridge, for example, was quite 
unable to make any notes or even label his specimens. 
Roused up by someone and presented with a suitable 
vessel he would produce the specimen of urine 
demanded, set it on the bench and settle again in a 
comfortable chair without occupation of any kind. 
I am sure this mental state would repay investigation 
by those competent to do so. 

We have not noticed any change in the resting 
pulse-rate, but the volume became small. All the 
subjects had normal blood pressures throughout, 
and we have failed to detect any fall in them, which 
I think is an important observation. We must 
conclude that even severe salt deficiency lasting 
for 6—8 days need not, and does not, alter a normal 
person’s blood pressure. 

The resemblance between some of the symptoms 
which I have been describing and those of Addison’s 
disease are, I think, too striking to be a coincidence. 
I was not expecting anything of the sort when we 
began our experiments. Our own weakness, languor, 
nausea, and anorexia drew my attention to the 
possible resemblance because these are the text- 
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book symptoms of Addison’s disease. My own 
breathlessness and cardiac distress and Whitteridge’s 
and Niven’s mental apathy seemed to me to 
be something fresh. I have since discovered Rown- 
tree and Snell’s descriptions of clinical Addison’s 
disease based on 108 authentic cases seen at the 
Mayo Clinic. They say: “The disturbance is evi- 
denced by palpitation and dyspnea, parti- 
cularly on exertion. Heart consciousness and occa- 
sional precordial angina-like pains are precipitated 
by exercise.” I felt just like this. They also describe 
mental symptoms of languor, patients “feel dis- 
inclined for physical or mental effort ... they 
lose their ability to concentrate and drowse 
constantly.””. They might have been describing 
Whitteridge. 

Further, our failure to produce a normal diuresis 
by drinking water recalls the fact that patients with 
Addison’s disease suffer in exactly the same way.’® 

Pigmentation and a subnormal blood pressure, 
however,—two of the well-known signs of Addison’s 
disease—were not observed in our experimental 
salt deficiency. I think it possible that both these 
signs may be due to the absence of the medullary 
rather than the cortical hormone. In any case 
pigmentation could hardly have been expected to 
develop in ten days. A very low blood pressure, 
moreover, is not invariable in Addison’s disease '® and 
there is always the possibility that a combination of 
several factors may be necessary to produce it. 

Hypochlorhydria and achlorhydria are said to 
be common, although by no means invariable, in 
clinical and experimental Addison’s disease.41* We 
have not encountered this, nor was it to be expected, 
since it has been shown in normal persons and animals 
that hypochloremia and anhydremia caused by the 
removal of gastric juice itself do not produce achlor- 
hydria.2 >? Cramps are much less common in 
clinical Addison’s disease than they were in these 
experiments, but I think that this may very well be 
due to the former’s relatively chronic nature. Our 
cramps were mild compared with those of stokers, 
and I would correlate this with the fact that in our 
experiments the salt was removed comparatively 
slowly. With still slower desalting we might have 
missed the cramps altogether. I have often wondered 
if the well-known cramps of severe diabetes are 
really cramps of sodium deficiency, but I have no 
concrete evidence on this matter. 


Loss of Sodium and Chloride 


The sodium and chloride lost could only be assessed 
by measuring carefully the intakes and outputs 
throughout the experiment. I attempted to 
do this on myself and Niven.® Niven’s intake of 
sodium was of the order of 70mg. per day. Mine 
was lower, only some 40 mg. per day. Niven lost 
23,314 mg. of sodium, gross, of which nearly 18,000 

ras lost in the sweat, about 4000 in the urine, and the 
remainder in the feces, insensible perspiration, and 
blood taken for analytical purposes. His net loss 
of sodium was 22,516 mg. His net loss of chlorides 
amounted to 27,028mg. Now, in the first place, 
where did all this sodium and chloride come from ? 
Some, of course, from the plasma, for, as I shall show 
you presently, there was a fall in serum sodium and 
chloride and also a fall in plasma volume; but the 
whole of Niven’s plasma only contained some 
8300 mg. of sodium and 9000 mg. of chloride— 
clearly not nearly enough to account for the loss. 
The red blood-cells contain chloride, but their loss 
of this ion was measured and found to amount only 
to a little over 1000 mg. Red blood-cells contain 
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very little sodium, and muscle-cells practically no 
sodium or chloride. The amount supplied by them 
may be neglected. To some extent the sodium and 
chloride lost may have come from the cells of glandulat 
organs such as the kidney, or the brain, but the 
main source must have been the so-called extra- 
cellular fluids, lymph, intestinal secretions, interstitial 
fluids, and so on. These must have been very 
greatly reduced in volume. In the second place, 
what percentage of his total body sodium and 
chloride did Niven lose? This is difficult to answe1 
because we have no accurate information as to the 
amount of sodium or chloride in an adult’s body. 
I believe the best figure is obtained from a study of 
the amount of chloride in a number of the smaller 
animals of all ages, and the few analyses of foetuses and 
new-born infants which have been made.!4 2! 22 
Taking this evidence for what it is worth, Niven 
contains about 90,000 mg. of chloride. He lost 
27,000 mg.—i.e., about 30 per cent. of his total 
chloride. His losses of sodium were undoubtedly of 
the same order, so that you see he was seriously 
depleted. 

During the recovery period Niven regained almost 
exactly as much sodium as he had lost during the 
deprivation period, so that as regards sodium the 
status quo had practically been restored. By this 
time, however, he had more than made good his loss 
of chloride (Table I.) for his net gain had been nearly 


TABLE | 
Chloride Balance. (Subject: R.B.N 


DEPRIVATION PERIOD (11 DAYS 


Total output (mg.). 


Total 
intake 
(mg.). Urine. Feces. Sweat. Insensible Blood 
perspiration. (tests, &c.) 
3770 738 25,490 655 410 = 
4035 31,063 


Net loss 27,028 mg. 


RECOVERY PERIOD (7 DAYS) 


20,970 330 a 875 120 
57,033 


Net gain 34,738 mg 
35,000 mg. against a loss of some 27,000 mg. Exactly 
the same phenomenon occurred in my experiment. 
It is due to the fact that sodium is the controlling 
ion, and during deprivation sodium lactate and 
bicarbonate were lost as well as sodium chloride. 
During recovery, sodium chloride only was returned 
and the body retained it. In course of time the extra 
chloride would no doubt have been excreted as the 
ammonium salt, and the sodium retained and 
recombined with bicarbonate to restore the original 
balance. 
The Water Balance 

I have already alluded to the difficulty of producing 
a diuresis during salt deficiency. I now wish to 
discuss the relation between the loss of sodium and 
the water balance of the body. I must remind you 
once again that we all drank as much water as we 
wanted during these experiments, and our urine 
volumes were generally over 1500 ¢.cm. per day. 
We were therefore not dehydrated in the sense that 
we were ever deprived of water. Changes in the 
water balance were due to the loss of sodium, and to 
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this alone. The importance of securing such experi- 
mental conditions has not been generally appreciated, 
but Kerpel Fronius * has recently subjected rabbits 
to some interesting experiments which were designed 
to dissociate effects due primarily to loss of water 
from those due primarily to loss of salt. We did 
not attempt to measure the intake and output of 
water, but in these short-term experiments one can 
take the changes in body-weight as a rough measure 
of the variations in body water. The Figure shows 
Niven’s loss of weight plotted against his loss of 
sodium. The two scales are so constructed that a 
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Subject R. B.N. Loss of weight and sodium. 


loss of 1 kg. of body-weight is equal to a loss of 3400 mg. 
of sodium, which is approximately the amount of 
sodium in a litre of plasma or extracellular fluid. 
You will notice that at first each loss of sodium was 
followed by an almost equivalent loss of weight. 
During this time there can have been little change 
in the body’s osmotic pressure, although there may 
have been (and probably was) some anhydremia 
and hzemo-concentration. Suddenly the weight 
ceased to fall. The body had begun to sacrifice 
its osmotic pressure to maintain its plasma and 
extracellular fluid volumes. It had been forced into 
a compromise. It was during this period of com- 
promise, when the osmotic pressure of the plasma 
was reduced, that we all noticed the abnormality 
of our water regulation. The fluctuations in Niven’s 
weight are due to this, and one of the most interesting 
points is the large loss of weight that took place when 
he began taking salt.® I think the abnormal water 
metabolism of advanced Addison’s disease, both 
clinical and experimental, is due to the loss of salt 
and the fall in the body’s osmotic pressure which has 
inevitably ensued. In Kerpel Fronius’s experi- 
ments a primary loss of salt produced changes 
comparable to those I have described. He also 
obtained the converse, for he found that a primary 
loss of water was not followed by an equivalent loss 
of salt, and that the sodium and the osmotic pressure 
of the plasma then rose. 


The Blood Changes of Salt Deficiency 


We have all shown the same sort of blood changes, 
some of which are obvious to the naked eye. The 
venous blood, for instance, becomes sticky and 
viscous and flows slowly through a needle. The 
changes in Whitteridge’s blood are shown in Table II. 
The rise in the cell counts, hemoglobin, cell volumes, 
and plasma proteins all indicate anhydremia. The 
plasma volume was undoubtedly reduced, and the 
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excretion of urea was certainly not normal. The 
colloidal osmotic pressure of the plasma was too high, 
owing to the rise in the plasma proteins, whereas 
the electrolytic osmotic pressure was too low, owing 


TABLE II 


Changes in the Blood during Salt Deficiency 
(Subject: D. W.) 
Normal. Deficient. 


Cell count (mil./c.mm.) ee on 4°96 5-95 
Heemoglobin (per cent. ) a ait 101 126 
Cell volume ( , ‘ = 45-6 56° 3 
Serum proteins (@.) 1100 © cm, ) - 6-1 7°3 
Urea (mg./100 c.cm.) .. oe <s 30 81 
Chloride— 

Plasma (mg./100 c.cm.) sh 357 284 

Corpuscles ( ) *s 187 140 
Alkali reserve (vols. per cent.) = 61-4 63°3 
Serum— 

Na oe {100 c.cm.) is wit 355 320 

K or) ) se ee 16-2 16°5 


to the fall in the serum sodium and chloride. The 
corpuscle chloride fell, but not the alkali reserve. 

You will notice that these are the changes character- 
istic of experimental Addison’s disease which I 
discussed in my second lecture. I have no doubt 
that the changes, which were taking place in the 
tissue cells, were also similar. In one respect only 
do the present findings differ from those of experi- 
mental Addison’s disease. It is usual, although I 
believe not invariable,’ to find the serum potassium 
raised in advanced suprarenal insufficiency. We 
have never observed this, and I feel satisfied that 
our experimental conditions do not bring about 
any gross changes in the serum potassium. 


The Nitrogen Balance During Salt Deficiency 

I was anxious to make a study of the nitrogen 
balance because, as I outlined in my second lecture, 
the existing evidence was so unsatisfactory. The 
present experiments offered an excellent opportunity 
of doing so, because the subjects were able to eat 
ample food and protein to supply the normal needs 
of the body. Two nitrogen balances have been carried 
out, one on myself and one on Niven, and both have 
shown that salt deficiency led to a negative nitrogen 
balance. As is shown in Table III. my balance 


TABLE III 


Apparent Nitrogen Balance. From McCance.® 
(Subject: R. A. M.) 


er Daily | Daily 
meg nan! intake (g.) | output (g.) Balance. 
P — (average). (average ).* 

“1- 3inelusive 13°5 13°35 | +0-15 
i— 6 °° 12-9 14°37 1°47 
= 9 » 14-1 16-53 2-43 
10-11 os t 13-2 16°52 3°32 

Recovery period, 

1— 3 inclusive 18°5 22-4 | —3-9 

-5 17-9 16-3 +16 


| | 

*The output includes all sources except blood taken for 
analytical purposes. 

+ The last day of the deprivation period was not a full 
24 hours. For the construction of this table the actual output 
for 19 hours has been multiplied by 24/19. The intake for the 
missing meal has been assumed to be the same as the intake 
on the previous day. 


became more negative as the deficiency grew worse, 
which suggests an intimate association. Actually 
the balance was worse than the figures in Table III. 
suggest, for during the deficiency my blood-urea 
rose from 30 to 70mg. per 100c¢.cm., and the 
apparent balance should be corrected for this retention 
of metabolic products. I have done this by making 
certain assumptions, and the results are given in 
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Table IV. I lost 33-6g. of nitrogen during my 
deprivation period and 1-6 g. over the five days of my 
recovery period. The latter was due to the large 
loss on the first two days when I was still very 
deficient. If I had been able to carry my recovery 


TABLE IV 
** Corrected *’ Nitrogen Balance. (Subject : R.A. M.) 


Depriva- 


tion Recovery 
period period 
(11 days). (5 days). 
Total intake (N.g.).. 146-3 Total intake (N.g.) .. 91-1 
Observed output Observed output 
(N.g.) e° oo 178-4 (N.g.) es o« 100-9 
Metabolised but Excreted but not 
retained (N.g.) .. 75 metabolised (N.g.) 8-4) 
Metabolised + ex- Excreted N. less non- 
creted (N.g.) -- 179-9 metabolised N. (g.) 92-7 
Balance (g.) - 33°6 Balance (g.) .. -. —1¢6 


period on for a few days longer I would have shown 
a positive balance over the whole recovery period, 
as Niven did. Niven lost 45g. of body nitrogen 
during his experiment, so that there can be no 
reasonable doubt that we were in negative nitrogen 
balance. Just why we were is not quite so clear. 
It may simply be the result of autolysis of the tissues 
due to their malnutrition following the reduction 
in the volume of the blood and __ interstitial 
fluids. I imagine that the increase in the viscosity 
of the blood may alsv interfere with the normal 
circulation, and so with the nourishment of the cells. 
These experimental results undoubtedly have a 
bearing on the wasting of Addison’s disease, particu- 
larly the muscular wasting which would probably 
go on even if there were no digestive disturbances. 

The Secretion of Urine 

RESPONSE TO AN ALKALOSIS 

I pointed out in my previous lecture that clinicians 
have observed that persistent vomiting may be 
accompanied by an acid urine. Since protracted 
vomiting causes an alkalosis, the urine should have 
been alkaline, and these observations suggest that 
one of the most characteristic functions of the kidney 
had failed. The explanations offered to account for 
this failure have not been altogether satisfactory, 
and so, since prolonged vomiting causes not only 
an alkalosis but usually a sodium deficiency as 
well, I decided to try to reproduce the clinical observa- 
tions when we were salt-deficient and to study them. 
We required for this purpose an intense temporary 
alkalosis which would not interfere with the rest 
of the experiment. I considered the possibility of 
producing this by removing hydrochloric acid by 
a stomach-tube, but I decided that it would be easier 
and probably more pleasant to remove carbonic acid 
by overbreathing. The latter has the further 
advantage of producing a much more violent alkalosis. 
We have all overbreathed at least twice, once when 
in normal health and once when salt-deficient. 1 
have done it seven times,and for 45 minutes on each 
oceasion, but I let the others off with 30 minutes 
and I really think that this is long enough. 

The urines secreted before, during, and after the 
periods of overbreathing were collected and analysed. 
One untoward incident occurred during these experi- 
ments. I foolishly forgot to breathe again voluntarily 
on one oceasion after I had completed my 45 minutes 
overbreathing. I was so alkaline that I received no 
stimulus to breathe from my respiratory centre, and 
the resulting anoxwmia was so sudden and severe 
that [| was unconscious for some minutes and very 
collapsed for several hours. Miss Widdowson and 


I are publishing a full account of these overbreathing 
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experiments.!! I have simplified and summarised the 
results in Table V. 

You will notice in the first place that the normal 
response to overbreathing was a diuresis and an 
alkaline urine. The alkalinity was brought about by 


TABLE V 


Effect of Overbreathing on the Secretion of Urine 


, 
Normal aan 
health Salt -deficient. .. ficke at. 

Breathing Breathing air. sreathing @ 
. CO, air 
air. mixture 
teaction of the Becomes Does not change Does not 
urine. alkaline. change. 
Minute volume Increases Decreases con . 
considerably. siderably. 
tate of excre- 
tion 
of sodium Increases. Decreases, but No change. 
traces only are 
present both 
before and 
during over- 
breathing. 
of potassium Slight decrease 
normal amounts 
present. 
of chloride .. Increases Decreases, but 
slightly. traces only 
present both 
before and 
during over 
breathing. 
of urea ss No signifi- Decreases con Very slight 


decrease, 
No change. 


cant change. siderably. 


of creatinine No change 


of sulphates 99 
of phosphates | ‘ 


an increased excretion of sodium and potassium. 
There was sometimes a small increase in the rate 
of excretion of chloride as well, but this has no bear- 
ing on the present argument. Both sodium and 
potassium contributed to the increased excretion of 
base and it was this which brought about the change 
of reaction to the alkaline side. There was no 
constant change in the rate of excretion of the other 
urinary constituents mentioned in Table V. 

Now observe what happened when the subjects 
were salt-deficient. To begin with there was no 
change of reaction, so you see we have been successful 
in reproducing the clinical observations. Next you 
will observe that there was no increased excretion 
of base. This explains why the urine did not become 
more alkaline. It is understandable that since the 
kidney is excreting practically no sodium during 
salt deficiency, it should not be able to excrete any 
when the plasma becomes alkaline. I may explain 
it by saying that the kidney prefers to regulate the 
osmotic pressure of the plasma rather than its pH, 
but it is at first most puzzling why the normal! increase 
in the rate of excretion of potassium does not occur. 
I think the explanation comes from a consideration 
of the other urinary constituents. Observe firstly 
that the minute volume fell very greatly instead of 
rising, and that secondly there was a- decrease in 
the rates of excretion of urea, creatinine, sulphates, 
and phosphates, whereas there had been no change 
under normal conditions. In other words, the 
normal excretory powers of the kidney were seriously 
curtailed. I think the excretion of potassium was 
involved in this general depression of functional 
activity, and hence the normal response was not 
observed. Now there are two possible explanations 
for this general depression of activity produced by 
overbreathing during salt deficiency. The mere 
muscular exertion of overbreathing might have 
caused the blood (already greatly reduced in volume) 
to be diverted from the kidney to the muscles. 
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On the other hand the depression of activity might 
have been due to the damaging effect of alkalosis, 
although why this should only be obvious during salt 
deficiency is not clear. We have decided between the 
alternatives by overbreathing during salt deficiency 
with air mixed with carbon dioxide. In this way 
we subjected ourselves to the muscular movements, 
but avoided any alkalosis. The results are given 
in Table V., and you will see that except for a very 
slight fall in the rate of excretion of urea there was 
no other change in the renal activity. We may 
conclude that the effects observed with air alone were 
due to the alkalosis. 

The kidney therefore must be seriously hampered 
by an alkalosis combined with sodium deficiency. 
Now you will recollect that in pyloric obstruction 
and after persistent vomiting for other reasons, 
patients have both an alkalosis and a sodium chloride 
deficiency, and that their urines may be acid. The 
alkalosis, which should normally provoke the secre- 
tion of an alkaline urine, does not do so, because in 
the first place no sodium is available for excretion, 
and in the second, the activity of the kidney is so 
curtailed by the combination of alkalosis and salt 
deficiency that no extra potassium can be excreted. 
The high blood-ureas and other signs of renal failure 
are also due to this combination of salt deficiency 
and alkalosis. It is interesting in this connexion 
to recall that steady dosing with alkalis may produce 
high blood-ureas and signs of uremia in susceptible 
persons (see Lecture II.). So far the syndrome has 
only been incompletely investigated, but I would 
point out that its resemblance to salt-deficient 
alkalosis may be purely superficial. Hypochlorzemia is 
common to both, but there is no sodium deficiency 
when alkalis have been administered, and there are 
differences also in other respects. 

GENERAL FUNCTIONAL ACTIVITY 

I drew your attention in my previous lecture to 
the general association between sodium deficiencies 
and high blood-ureas. I was most anxious to see 
if the latter could be reproduced under our experi- 
mental conditions where there was no water depriva- 
tion, for I hoped that, once reproduced, we might 
be able to explain it. I now realise that a full explana- 
tion demands much more work than I have so far 
been able to do, and I must ask you to regard my 
results as preliminary rather than final. 

Our first attempt to produce a high blood-urea 
was a failure. Miss Edwards’s blood-urea remained 
quite normal throughout her experiment and so did 
her urea clearances. The reason I now think was 
because she ceased to lose more than 0-2 g. of sodium 
chloride in a 2-hours’ sweat and so could not be 
made really salt-deficient. I next tried on myself. 
There is no doubt that I become salt-deficient rather 
easily. The day after my third sweat I found that 
the urea in my blood had gone up from my normal 
30 to 53 mg. per 100 c.cm. On the next day—a 
Saturday—it had fallen to 46 mg. and I did my last 
overbreathing experiment in the afternoon. On 
Sunday morning I drove down alone to the hospital and 
climbed the stairs to the laboratory, feeling a little 
breathless and rather miserable. I sat down 
surrounded by the inevitable litter of food, bottled 
urines, and reagents lying about the benches. I had 
done my overbreathes, my blood-urea had gone up ; 
should I stop? Was it in fact wise to goon? I could 
not make up my mind what to do. Ultimately I came 
to the conclusion that it would be cowardly to rest 
content with one blood-urea of 53 mg. per 100 ¢.cm., 
so when Miss Widdowson came in I rang up for 
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other help, and spent the whole of Sunday afternoon 
sweating. My blood-urea on Monday was 74 mg. 
per 100 c.cm. and I kept it there till the Wednesday 
while we completed our observations. 

We are accustomed in this country to associate 
the high blood-ureas of nephritis with an inability 
to concentrate urea in the urine. I realised very 
quickly that there was not the usual association in my 
own case. I knew from preliminary tests and general 
experience that my kidney could concentrate urea 
up to a level of about 4 per cent. I continued to be 
able to do this even when my blood-urea was over 
70 mg. per 100 ¢.cm., and on one occasion found 
4-25 per cent. of urea in my urine when my blood- 
urea was 74 mg./100 c.em. Subsequently we have 
found this to be characteristic of sodium deficiency. 
Niven on one occasion went on hour after hour 
turning out urine with more than 3 per cent. of urea 
in it when his blood-urea was 80 mg. per 100 ¢.cm. 

At first therefore I was inclined to regard my high 
blood-urea as the result of my increased katabolism 
of body proteins. On the other hand my urea clear- 
ances were lower than they had been when the 
experiment began. I knew, too, from previous experi- 
ments with high and low protein diets how much 
urea I should have been excreting per day for any 
level of blood-urea up to 70 mg. per 100 c.cm. My 
actual daily excretions were falling very much short 
of this. Reconsideration of the matter showed me 
that my increased N katabolism (34 g. spread over 
6-8 days) should not have raised my blood-urea to 
the height at which it stood when I was salt-deficient. 
My ability to excrete urea was evidently impaired. 
There were two reasons for this to be considered. 

(1) The anhydremia with its attendant complications 
had reduced my glomerular filtration rate. This would 
have raised the plasma concentrations of all substances 
excreted solely by the glomeruli. My urine volumes were 
normal, but I must emphasise once again that a large 
reduction in glomerular filtration is quite compatible with 
a normal volume of urine (see Lecture IT.). 

(2) Additional urea was being reabsorbed in the tubules 


to regulate the osmotic pressure of the plasma (see 
Lecture ITI.). 


To decide between these two possibilities the first 
essential was to obtain a true measure of glomerular 
filtration rates. I considered the possibility of using 
glucose after complete phloridzinisation, but I 
decided it was unsuitable for the present purpose 
because phloridzin itself seems to affect the filtra- 
tion,’*® and might have done so to a different extent 
during salt deficiency. According to Shannon and 
Smith ?’ inulin satisfies all requirements, so I decided 
to use it. In trying to do so, however, I had a very 
unpleasant experience which I think I ought to 
mention. Having got a supply of the purest inulin I 
could obtain, Mr. E. G. Muir and I injected into a cat 
rather more than the required dose calculated on 
the basis of body-weight. The intravenous route 
was used and the animal seemed none the worse. 
I next decided to give 1/10th of the standard dose 
to the man who had volunteered to be made salt- 
deficient. I did so (intravenously) one day about 
11.30 a.M., with no untoward results at the moment, 
but 10 minutes later the subject began to complain 
that his hands were cold, and when I looked at him 
I saw to my horror that they were blue. Five minutes 
later the man was cyanosed all over and suffering 
from an agonising headache. I took his blood pres- 
sure and found it had risen from his normal 115/75 
to 168/110. Presently he began to have a rigor and 
was sick. His temperature rose in an hour to 103°F. 
and then over the next hour and a half to 105-2°. 
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His pulse-rate was 136-140 at this time. At 6.45 P.M. 
his face was tremendously flushed ; his temperature 
was still 101° F., but he was much more comfortable 
and he was reading an evening paper. I felt that the 
worst was over, but during the night his temperature 
fell to 97° F. and his blood pressure to 65/50. He 
felt dreadfully ill and his pulse-rate fell to 96 at this 
time, but rose again next day to 120-130. It was 
several days before his blood pressure and pulse 
had returned to their normal levels. He never had 
any albuminuria, and fortunately he seems none the 
worse for this unpleasant experience. 

After this I decided it would be wiser not to use 
inulin, so I chose cane sugar instead. It seems that 
some limited reabsorption of this substance ' does 
take place in the tubules, and that therefore glome- 
rular filtration rates determined by cane sugar 
are too low. They do, however bear a_ constant 
relationship to the true rates so that the use of cane 
sugar is legitimate for comparative purposes. I also 
decided to determine the creatinine clearances 
simultaneously, but there were so many other things 
to do that we have only been able to carry through 
all these function tests on our last subject. On him 
we were able to determine the creatinine, cane sugar, 
and urea clearances when he was normal, and com- 
pare them with the same clearances when he was salt- 
deficient. For this purpose Whitteridge took 6g. 
of creatinine by mouth to raise the plasma concentra- 
tion, and about 30 minutes 'ater we began to give 
him intravenously 200 c.cm. of a 25 per cent. solution 
of cane sugar in distilled water. The intravenous 
infusion occupied half an hour and, commencing 
about 30 minutes after it was finished, half-hourly 
collections of urine and blood were made for 2 to 24 
hours. Five experiments of this type were carried 
out so that in Whitteridge we have been able to 
determine the three clearances over 24 periods, 
15 during normal health, and 9 during salt-deficiency. 
A summary of the results is given in Table VI. 


TABLE VI 


Average Clearances. (Subject: D. W.) 


— = r Trea 
_- Creatinine Sucrose. Urea. P.2 





Normal— 
Aver. of 15 periods 169c¢c.cm. 113c¢.cm. 76 c¢.cm. 0-67 
NaCl deficient 
Aver. of 9 periods 126 ,, ee 16 =,, 0-59 
As percentage of 
normal .. 6° 74 69 61 


N.B.—The urine volumes were over 2 c.cm./min. in every 
period. 
It will be seen that the normal clearances of 
sane sugar are lower than those of creatinine. 
There are two reasons for this. Firstly, the 
cane sugar clearances are a little lower than the 
true glomerular filtration rates because some cane 
sugar is reabsorbed from the tubules. Secondly, the 
creatinine clearances are a little higher than the true 
glomerular filtration rates because some creatinine 
is excreted by the tubules. We may conclude that 
the true glomerular filtration rate lies somewhere 
between the cane sugar and the creatinine clearances. 
The clearances of urea are lower than those of cane 
sugar and still lower therefore than the true glome- 
rular filtration rates. Hence in all probability some 
urea is always being reabsorbed. 

I take the fall in cane-sugar clearances during salt 
deficiency to indicate a fall in glomerular filtration 
rate. There was no change in arterial blood pressure, 
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and I have so far been unable to convince myself 
by the cyanide method of any change in circulation 
rate. I therefore attribute this fall mainly (a) to the 
decreased blood volume, which probably reduces 
the number of glomeruli in action ; (6) to the increased 
colloidal osmotic pressure of the plasma brought 
about by the concentration of plasma proteins. The 
urea clearances fall rather more than the sugar 
clearances when the fall is expressed as a percentage 
of normal. If this difference is significant it means 
that there has been increased reabsorption of urea, 
I do not wish to draw any conclusions about this 
from the present experiments. There may or may 
not be additional reabsorption of urea. I have 
still many tests to make on other subjects, not only 
under the conditions heretofore employed— i.e., 
large volumes of urine—but also when the volumes 
of urine are normal or small. 

My evidence at present is that the tubule cells are 
normal, Concentration of urea seems to be unim- 
paired, and also, so far as I have tested it out, the 
secretion of ammonia. 


Summary and Conclusion 


This, then, is a résumé of our work on sodium 
chloride deficiency. It is particularly easy to be 
misled by symptoms, and I feel that I ought to be 
very much on my guard against drawing hasty con 
clusions from work of this kind. Nevertheless I feel 
justified in making one or two comments. In the 
first place the symptoms and signs of sodium defi 
ciency are strongly suggestive of clinical Addison’s 
disease. There are differences, but I think they can 
be explained. The low blood pressure, for example, 
and the pigmentation of Addison's disease may be 
due to lack of the medullary rather than the cortical! 
hormone. The relative absence of cramps in the 
clinical disease may be due to its chronic nature, 
which allows time for the necessary adjustments to be 
made. In the second place the blood changes are 
almost identical with those of experimental supra 
renalectomy, and when one considers Harrop’s recent 
work, which strongly suggests that the main function 
of the cortical hormone is to regulate sodium meta- 
bolism, then the real significance of the present 
experiments becomes apparent. I regard them as 
the link between experimental suprarenalectomy and 
the clinical disease 

But really they are more. Intestinal obstruction, 
diarrhea, and vomiting, and diabetic coma are all 
diseases in which salt deficiency is a prominent 
feature. I have great hopes that the present experi- 
ments will help us to unravel their respective patho- 
logies, which up till now have appeared so obscure. 
I feel so hopeful because we have already been able 
to reproduce experimentally several aspects of these 
diseases, particularly aspects of renal pathology, and 
study them under controlled conditions. 


I began these lectures by referring to a prophesy 
of William Prout made in this room over 100 years 
ago. That prophesy is not yet fulfilled, and can only 
be fulfilled by more research, but even Prout, visionary 
though he was, might be surprised if he could see 
how his subject has already influenced industry, 
agriculture, and medicine. He would have taken a 
delight in some of its recent applications to nutrition, 
bacteriology, embryology, and indeed to almost 
every field of medical science. A true prophet is 
seldom the idol of his contemporaries. Physicians 
of his day subjected Prout to the most seathing 
criticism for views which seem to us to have been 
inspired. If I express my confidence in the future 
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of biochemistry I hope that the shpeisiens of to-day 
may take a more tolerant view. I feel that the 
influence of biochemistry on medicine is only in its 
infancy. I see for example no reason why certain 
problems of psychology and even of human behaviour 
should not be solved in the future by intelligent 
hormone therapy; or why neurology should not 
become just as biochemical a subject as nutrition. 
We owe much to surgery and radiology, more so 
perhaps at present than to biochemistry, but of the 
three the last is the most fundamental, and the 
future lies in its hands. Medicine already owes 
biochemistry a great debt. It will one day be incompar- 
ably greater. 

The greater part of the original work embodied in 
these lectures has been financed by the Medical Research 
Council. I am very grateful to them for this assistance. 
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THE DIFFERENTIAL DIAGNOSIS OF 
DISEASES OF THE COLON 


(DYSENTERY AND COLITIS) * 


By Puitrp Manson-Baur, D.S.0., M.D. Camb., 
F.R.C.P. Lond. 


PHYSICIAN TO THE HOSPITAL FOR TROPICAL DISEASES, 
NDON 


(Concluded from p. 765) 


THERE are other protozoa which inhabit the 
intestine of man and may from time to time give 
rise to dysenteriform attacks. 


Coccidiosis 

During the last twenty years various forms of 
coccidial cysts have been found in the feces of man, 
but many of these have been ascertained, mainly by 
Thomson and Robertson, to be actually parasites of 
fish, especially of the herring and the sardine, and 
the cysts are merely passed unchanged through the 
human intestine when these fish are eaten. 

There is, however, one, Isospora hominis, which 
appears to be the genuine inhabitant of the bowel, 
and more than 150 cases of this infection have been 
reported in man (Fig. 7). This is not a serious 
pathogenic entity, although i it may produce diarrhea 


The an lectures for 1936 delivered before the 
Medical Society of London on Feb. 17th and 26th and March 2nd, 





(area. 11, 1936 
and distressing quotes. The cysts of the parasite 
are easily discoverei in the feces, and their further 
development can be demonstrated by placing them 
for several days in an incubator. In those cases 
which I have personally observed, the feces con- 
tained pus cells and Charcot-Leyden crystals. Most 
of the infections come from the Eastern Mediter- 
ranean, but cases from the West Indies have also 
been recorded. The infection does not seem to be 
very prolonged, and symptoms subside without any 
particular treatment. 
Giardiasis 

A more complicated problem is presented when 
the bowel is infected with the protozoal flagellate, 
Giardia (Lamblia) intestinalis. This parasite, which 
is provided with a sucking disc, attaches itself to 
the mucous membrane of the small intestine and 
apparently feeds upon the mucous surface without 
actually invading the bowel wall of man, although 
similar species are found in rats and mice, cats and 
dogs, in which definite intestinal lesions are observed. 
The parasite has a further historical interest in so far 
that it is the first protozoon ever seen by man, when 
it was discovered by Leeittwenhoek in 1681 with his 
primitive microscope. Interest has been aroused in 
recent years by the discovery of large numbers of 
these flagellates in the duodenal juice removed by 
means of a duodenal tube, and also in the bile obtained 
at operation. Encysted forms which may be con- 
fused with those of Entameba histolytica are commonly 
found in the stools of infected persons. This parasite 
is common and widely distributed in all parts of the 
tropics, but is also seen occasionally in children in 
this country. 

A great diversity of opinion manifests itself at 
different times, and in different countries, towards 
the pathogenic role of this parasite. I am of the 
opinion that under certain conditions giardia is 
distinctly pathogenic, and that its numbers depend 
upon the diet of the individual infected. The mass 
infection of the small intestine appears to produce 
an irritative lienteric form of diarrhoea. The stools 
are pale, large, and contain undigested residue. The 
symptoms of giardiasis are somewhat indefinite, 
but consist of an explosive diarrhea with flatulency 
and abdominal discomfort; sometimes a quantity 
of mucus is passed with the feces. 

The diagnosis is interesting in view of the need 
of its differentiation from sprue. The parasites are 
easily discovered in the feces; in the acute stages 
the active flagellated parasite is found, and in the 
more chronic ones, the characteristic cysts. The 
main methods of treatment consist in altering the 
dietary of the patient and substituting a purely 
protein for a carbohydrate diet. 

Flagellate Diarrhea 

Various other forms of protozoal flagellates are 
found abundantly in diarrheic feces of man, and it 
has been a matter of considerable perplexity to 
ascertain the part played by these minute organisms. 
The two main forms are known as trichomonas and 
chilomastix. The presence of these flagellates in 
the stools and in the intestine is certainly indicative 
of a contamination of the food taken in by the mouth, 
but it is thought by most people that their presence, 
often in enormous numbers in diarrheic feces, is 
due to their capacity to multiply in such a suitable 
medium ; they are, in fact, the outcome and not the 
cause of the diarrhea. 

They may be therefore a superadded infection on 
top of amebic or bacillary dysentery. The matter 
is still unsettled. 
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FIG. 7.—Intestinal coccidiosis. Case from the West Indies, 
showing appearance of feces under the microscope and cysts 
of Isospora hominis and also Charcot-Leyden crystals. 


One cogent reason in the minds of those who 
maintain that these flagellates may be the cause of 
a peculiar diarrhoea is that, after appropriate treat- 
ment such as colonic lavage, the active forms dis- 
appear from the feces and the active symptoms 
tend to subside. 


Malarial Dysentery 

Dysenteric symptoms are occasionally associated 
with protozoal blood disease. In the most severe 
forms of malarial infection produced by the sub- 
tertian malaria parasite (Plasmodium falciparum), 
dysenteric symptoms are occasionally observed. 
This is the so-called malarial dysentery of which I 
saw many examples during the Great War. Very 
often it is true the dysenteric syndrome is brought 
about by a superadded infection with the dysentery 
bacillus, or the dysentery ameeba, but there certainly 
exists a residuum of cases in which no active dysen- 
teric agent can be discovered. The underlying 
pathology of this condition is due to the massive 
blocking of the smaller blood-vessels of the mucous 
membrane of the large intestine with sporulating 
subtertian parasites, after which actual hemorrhages 
take place (Fig. 8). 

The appearance of the stools therefore in these 
eases is not unlike that of hemorrhagic colitis. 
Of course, the diagnosis is easily made by the dis- 
covery of the malarial parasite in the blood, and 
sometimes I have succeeded in demonstrating them in 
the red blood corpuscles which appear in the stool ; 
all of which goes to show how very numerous these 
parasites must be. 

Leishmanial Dysentery 

Leishmanial dysentery is found in visceral leish- 
maniasis or kala-azar. In the terminal stages of 
this infection a massive invasion of the villi of the 
small intestine, and of the crypts of Lieberkiihn of 
the large intestine with the Leishman-Donovan 
bodies occurs, leading to the actual ulceration of 
the bowel (Fig. 9). This in turn leads to the pas- 
sage of blood and mucus in the stools in which the 
Leishman-Donovan bodies have in fact been demon- 
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strated. Naturally these cases are very rare and 
are only encountered in Assam, the endemic centre 
of the disease. In these cases other signs and symp- 
toms of kala-azar are sufficiently obvious. 


The Colitis Group 
MUCOUS COLITIS 


It is necessary to state that I disagree with those 
who deny the separate existence of a pathological 
condition of the colon which produces the sequence 
of symptoms usually known as ‘‘ mucous colitis.’ 
The xtiology of this condition has been the subject 
of much debate; but it is agreed by those who 
investigate their cases thoroughly that mucous 
colitis is a definite entity. 

Perhaps it is best to look upon it as an allergic 
condition of the mucous membrane of the bowel 
which is associated with a distinct neurological 
element. It is a matter of observation that these 
patients are of a distinctive introspective type, and 
their interest in living is mainly centred in their diges- 
tive tract. In tropical practice the symptoms of 
mucous colitis are a common sequel to one or other 
of the classical forms of dysentery, and it is very 
often difficult to ascertain where the symptoms of 
dysentery end and those of mucous colitis begin. 

Associated with the discharge of large quantities 
of mucus and undigested food remains from the bowel 
there is a spastic condition of the colon which can 
be demonstrated by a barium enema. I consider 
that the stools of mucous colitis are quite distinctive 
and the condition can be diagnosed by micro- 
scopical examination. 

The nuclei of the mucous cells as seen in the stool 
resemble those of the goblet or mucus-secreting cells 
of the large intestine, and can be easily recognised 
(Fig. 10). A search for distinctive micro-organisms 
in the stools of these cases usually leads to a false 
clue. Naturally all kinds of micro-organisms, and 
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FIG. 8.—Malarial “ dysentery.”” Section showing sporulating 
forms of the subtertian parasite (P. falciparum) blocking 
the capillary vessels. 
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especially streptococci, may be isolated; but there 
is no proof that they are the actual cause of this 
condition. The sigmoidoscope is of considerable 
value in making a positive diagnosis. The mucous 
membrane is of a pale, rather yellow appearance, 
and is coated with ropes of viscid mucus. The 
surface of the mucous membrane itself is dry and 
unhealthy (Fig. G on Plate published last week). 

Everybody knows that these cases are very diffi- 
cult to treat successfully. The main principle appears 
to be to put the bowel at rest as much as possible 
by the injection of bland substances, such as olive 
oil, and at the same time allay the nervous appre- 
hensions of the patient. 


ULCERATIVE COLITIS 


There are very many great difficulties in discussing 
this difficult subject, as our premises do not rest 
upon definitely formed grounds. In fact the term 
‘“ulcerative’’ is not strictly correct in describing 
this condition. From the observations that have 
been made in a series of cases in the Hospital for 
Tropical Diseases, the initial lesions in the mucous 
membrane of the bowel would seem to be a large 
number of small hemorrhages, and this stage is 
followed (as observed by sigmoidoscopy) by a peculiar 
plush-like congestion of the mucosa. Next a layer 
of granulation tissue forms on the mucous surface 
which is extremely friable and is easily traumatised 
by the discharge over it of fecal matter. Actual 
ulceration of the mucosa is a late phenomenon and 
is only found in the terminal stages of the disease 
when secondary infection has taken place (Figs. H, 
I, J, K on Plate). 

The whole natural history of this disease marks it 
out definitely as a specific infection, but it is certain 
that the true etiological factor remains to be 
discovered. So far a search for the true cause in the 
flora of the intestinal tract has proved to be a wild- 
goose chase. The association of pyrexia, of toxemia, 
of arthritis, as well as all other metastatic phenomena, 
accompanied by grave anemia and definite blood 
changes, seems to indicate that in ulcerative colitis 
we are dealing with a systemic blood dyscrasiz in 
which the toxic elements are being excreted via the 
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FIG. 10.—Mucous colitis. Feces preparation of mucous colitis 
case showing the type of mucus-secreting cell in the stools. 


mucous membrane of the large intestine, and so are 
producing the train of symptoms just described. 

There is no certain way of diagnosing ulcerative 
colitis, save by the general clinical picture, backed 
by sigmoidoscopic examination. The stools them- 
selves resemble closely those of the chronic stage 
of bacillary dysentery, and it cannot be said that on 
microscopical examination they present any distinctive 
features. The predominating cell is the  poly- 
morphonuclear leucocyte, while Charcot-Leyden 
crystals are common and large phagocytic macrophage 
cells are seen (Fig. 11). 


MEMBRANOUS COLITIS 


Membranous colitis resembles the former condition 
very closely, except that from time to time casts— 
which may be almost complete—of the mucous 
membrane of the large intestine 
appear in the stools. There 
appears to be no essential 
difference in the exudate from 
that of the ulcerative form, 
save that from time to time por- 
tions of mucous membrane with 
the characteristic columnar 
epithelium can be recognised. 

I regard the etiology of 
this condition as being in the 
main similar to that of the 
ulcerative form. 

It cannot be said that there 
are any characteristic appear- 
ances of the mucous membrane 
as seen through the sigmoido- 
scope, at least in those cases 
I have investigated. Usually 
the area of the exfoliating 
membrane is in the upper part 
of the large intestine, far 
removed from the field of vision 
of the sigmoidoscope. 

Unfortunately in this form 


FIG. 9.—Kala-azar “ dysentery.” I. Section of Lieberktthn’s follicle showing infection ~oliti : : 5 ‘ 
of columnar cells with leishmania. II. Leishmania bodies as they appear in smear of colitis, as indeed in the other 
preparations. III. Leishmania bodies enclosed in endothelial cells. varieties already considered, 
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THE LANCET] 
there is a distinct neuropathic factor. Membranous 
colitis usually supervenes in a peculiar type of introspec- 
tive hyperneurotic persons, usually of the female sex. 


COLITIS PRODUCED BY FOREIGN BODIES 


An irritative form of colitis may be brought about 
by the impaction of any foreign body in the rectum. 
Thus such a foreign body may consist of pig’s bristles, 
fish-bones, or even (as in one case in my experience) 
portions of a glass tumbler inserted into the rectum. 
There is usually little difficulty in making a diagnosis 
in this condition. 

TOXIC COLITIS 

Mercurial poisoning.—Toxic colitis, resembling in its 
clinical aspects a severe ulcerative colitis, has been 
described in chronic mercurial poisoning in industrial 
workers, and is always associated with chronic 
nephritis. It is usually fatal. I have been unable 
to find any more information on this subject than 
can be gleaned from books on pharmacology. 

Food-poisoning.—In certain cases of infection by 
paratyphoid B, and other members of the salmonella 
group, ulceration of the large intestine may occur, 
giving rise to the appearance of blood and mucus in 
the stools, from which the specific bacillus can be 
isolated. These cases are admittedly rare, and I 
have not seen any instances of this nature since the 
epidemic of paratyphoid fever in Gallipolli in 1915. 

Uremic colitis.—Acute inflammation of the mucous 
membrane of the large intestine with blood and mucus 
in the stools is not infrequently seen in the terminal 
stages of uremic poisoning. The colitis is undoubtedly 
caused by the excretion of toxic substances through 
the bowel wall. 


Miscellanecus Group 
TUBERCULOUS INFECTION OF THE COLON 

It is commonly stated in text-books on medicine 
that tubercle of the large bowel in adults is of great 
rarity, but in my experience tuberculous lesions 
of the bowel wall itself, or ulceration of the mucous 
membrane, are not uncommon in residents in the 
tropics. The tuberculous infiltration of the large 
intestine may be confined to the cecum, as in a well- 
known hypertrophic form, or may affect other portions 
of the large intestine. 

Tuberculous ulceration can be recognised during 
sigmoidoscopy, and the tubercle bacilli can be 
demonstrated in material taken from the ulcers 
through the sigmoidoscope (Fig. L on Plate). It is 
always advisable to search for these acid-fast 
organisms in cases of chronic diarrhea which cannot 
be diagnosed by other means. As the result of 
considerable experience on this subject, I hold that 
it is not possible to exclude tuberculosis of the bowel 
on a single examination of the stool. The bacilli 
appear in the fwces in showers and can be demon- 
strated very often after washing out the bowel with 
saline enemata. 

Possibly the comparative frequency of this infection 
in tropical residents may be due to the lowering of the 
resistance of the mucous membrane by previous 
dysenteric infection. At any rate the cases that 
I have diagnosed occurred in dysenteric subjects. 
The stools may contain blood and mucus from time 
to time and on microscopic examination may consist 
of pus and other inflammatory cells. 


SYPHILITIC DISEASES OF THE BOWEL 


Syphilitic stricture of the rectum associated with 
the ulceration of the mucous surface is one of the 
rarities of medicine, and I am convinced that many 
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of the so-called syphilitic lesions of the large intestine 
can be more satisfactorily explained on other grounds. 
I have seen only one case which was diagnosed by 
sigmoidoscopy, and in which the Wassermann 
reaction was positive. The condition eventually 
responded to specific treatment. Blood and mucus 
may be passed also. 


LYMPHOGRANULOMA INGUINALE 


Lymphogranuloma inguinale is a condition which 
parades itself under a variety of names and 
formally known as climatic bubo. Quite recently 
Stannus has drawn attention to the fact that the genito- 


was 


FIG. 11.—Acute ulcerative colitis. Cellular exudate showing 
clumps of red cells, macrophage cells, and Charcot-Leyden 
crystals. 


ano-rectal syndrome,which is so frequently seen in native 
women especially in China, may be explained on the 
climatic bubo basis. The virus of this disease is 
ultramicroscopic and affects the lymphatic glands ; 
travelling via the lymph-flow it may reach the rectum 
and cause chronic inflammation and stricture. The 
proof that such a stricture is due to this infection can 
be ascertained by the intradermal test ; for instance, 
in 1932 Frei reported that 80 per cent. of these cases 
gave a positive intradermal test. Rectal stricture 
may lead to ulceration, and in 1934 I had a case of 
this kind under my care of 17 years’ duration, in 
which the patient was passing blood and 
stools resembling those of dysentery. 


mucus 


MALIGNANT DISEASES AND POLYPOSIS 

These two conditions are grouped together because 
of the similarity of their symptoms, and of their 
very serious and usually fatal character. Malignant 
ulceration of the bowel must always be borne in mind, 
especially in elderly people of either sex. The 
discharge of blood and mucus from the rectum may 
be the first and possibly the only sign of a malignant 
growth situated somewhere in the large intestine. 
As a rule, the more profuse the dysenteric symptoms 
the higher in the bowel is the growth situated. 

Malignant changes not infrequently take place, as 
Willmore has shown, at the base of chronic amebic 
ulcers. The practitioner in the tropics therefore 
should not content himself with merely inspecting 
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the stools of every dysenteric-like case, but should 
perform a rectal or sigmoidoscopic examination in 
every instance where a true dysenteric infection 
cannot be ascertained. The stools contain pus cells, 
epithelial cells, and often Charcot-Leyden crystals 
(Fig. 12). 

As. regards polyposis, there is no doubt that this 
is a hereditary affection of the colon. The symptoms 
may be those of a dysentery, but usually there is a 
profuse hemorrhage together with blood and mucus. 
I have encountered three instances of this disease 
which could be diagnosed easily by sigmoidoscopic 
examination. Death always occurs through the 





FIG. 12.—Carciaoma of rectum. Cellular exudate of case of 
rectal carcinoma with intestinal epithelium and Charcot- 
Leyden crystals, from a case which had been treated as 
amebic dysentery for 14 years. 


supervention of malignant changes. (A _ pseudo- 
polypoid condition can be a sequel to chronic ulcerative 
colitis and to chronic bacillary dysentery. Lockhart- 
Mummery recognises an adenomatous form.) 


DIVERTICULITIS 


It is a matter of considerable surprise to find that 
blood and mucus may be passed in cases of diverti- 
culitis, and this is probably due to the ulceration of the 
mucous membrane which may accompany advanced 
stages of this disease. I have seen several instances 
of patients who have been sent from the tropics 
labelled ‘‘incurable amebic dysentery.” 

Of course these cases can be easily diagnosed by means 
of a barium enema, but I have not had much success in 
gaining further information from the sigmoidoscopic 
examination. It cannot be said that there is any- 
thing distinctive about the stools, which may closely 
resemble those of ameebic dysentery. 


POLYPUS : INTUSSUSCEPTION : H#MORRHOIDS 

Simple polypus.—Simple polypus of the rectum 
or of the large intestine may give rise to dysenteric 
symptoms. From time to time people have been 
referred to me from the tropics, perhaps children who 
have been thought to be intractable cases of dysentery, 
and in one instance a man of 64 years of age. But 
the suspicion regarding the possibility of this diagnosis 
should be engendered if the general condition of the 
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patient is good, and there is no loss of weight. As 
a rule there is a considerable amount of pain on 
discharge of the stools associated with polypus, 
and from time to time a not inconsiderable hzmor- 
rhage. The stools usually contain glairy masses 
of mucus tinged with blood resembling sputum and 
passed apart from the feces themselves. Naturally 
the diagnosis can be clinched by sigmoidoscopy, 
and occasionally by means of a barium enema; but 
this is usually not quite so easy. 

Intussusception. — Intussusception is associated 
with the discharge of bright red blood and mucus 
in the stools. This may be an accident super- 
vening upon bacillary dysentery or may arise from 
other causes. It is usually found in infants and 
small children, and the other appearances are quite 
characteristic. It is mentioned here for the sake 
of completeness. 

Internal hemorrhoids.—Internal piles, especially 
when they are thrombosed or have become infected, 
may give rise to the passage of blood-stained mucus. 
The diagnosis is easily made by the employment of 
the proctoscope. Sometimes, too, a small degree of 
ulceration may actually be present. 


NEURITIS IN PREGNANCY 
SUCCESSFULLY TREATED WITH 
VITAMIN B, 


By G. W. THEOBALD, M.D. Camb., M.R.C.P. Lond., 
F.R.C.S. Edin., F.C.0.G. 


FIRST ASSISTANT TO THE DEPARTMENT OF OBSTETRICS AND 
GYNZCOLOGY, THE BRITISH POSTGRADUATE MEDICAL SCHOOL, 
HAMMERSMITH ; CONSULTING GYNZZCOLOGIST TO THE NORTH 
KENSINGTON WOMEN'S WELFARE CENTRE ; LATE 
ASSISTANT MASTER, THE ROTUNDA HOSPITAL, DUBLIN 


(From the Hammersmith Hospital and St. Mary 
Abbots Hospital) 


It has long been recognised that neuritis may be 
associated with pregnancy, and although it has 
been suggested that the pregnancy may lower the 
resistance of the body to some toxin—e.g., from a 
septic tooth—which causes the neuritis, the view 
generally held is that the condition is a manifestation 
of a pregnancy toxemia, the result of a toxin peculiar 
to pregnancy. The fact that the polyneuritis of 
pregnancy in its severer form is usually associated 
with hyperemesis gravidarum has been considered 
to lend support to the latter assumption. 

The symptomatology of the condition is well 
known ; it may progress until Korsakoff’s syndrome 
is manifested. Many of these patients die and at 
autopsy not only changes in the peripheral nerves 
but also degenerative changes in the anterior horn 
cells and petechial hemorrhages in the brain and 
spinal cord have been described (Berkwitz and 
Lufkin, 1932; Luikart, 1933; Ford, 1935). It is 
thus evident that patients dying from _ beri-beri, 
scurvy, and the polyneuritis of pregnancy may show 
similar histological changes in the tissues of the 
nervous system. 





In 1930 I suggested that the cases of pregnancy 
neuritis seen in this country might be a form of beri- 
beri, and for three reasons: (1) the incidence of the 
neuritic form of beri-beri in Bangkok was much 
higher in pregnant than in non-pregnant women, 
indicating that an ‘increased intake of vitamin B 
was necessary during pregnancy; (2) the neuritic 
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symptoms of beri-beri were indistinguishable from 
those of the polyneuritis of pregnancy; and (3) I 
was of the opinion that all the toxemias of pregnancy 
were interrelated and due to dietetic deficiencies 
and considered that the increased incidence of beri- 
beri during pregnancy supported that hypothesis. 
Curiously enough in the same year and the same 
month Wechsler, from the neurologist’s viewpoint, 
drew attention to the probable occurrence of deficiency 
polyneuritis in hitherto unsuspected cases, including 
those associated with pregnancy. Three years later 
Strauss and McDonald reported the results of the 
dietetic treatment of three cases in which pregnancy 
polyneuritis was associated with anzemia and hyper- 
emesis gravidarum. Two of the patients were 
delivered before the treatment was commenced, 
but in the third a very marked improvement occurred 
and the patient was delivered at term by Cwsarean 
section. In addition to a high protein diet the 
patients were given considerable amounts of vitamins 
A, B,, B,, and D, and of iron. In the same year 
(1933) I reported, in a general paper on the toxzmias 
of pregnancy, a case of pregnancy polyneuritis cured 
by dietetic measures. This patient early in pregnancy 
suffered from a polyneuritis affecting all four limbs. 
Both knee-jerks were absent. There was wasting 
of the thenar and hypothenar eminences and general 
tenderness on deep muscle pressure. The hand grip 
was very weak on the right side. In addition the 
patient evinced choreiform movements of her limbs 
and head. She was put on an adequate diet rich 
in vitamins A, B, ©, and D and was indistinguishable 
from a normal person when she came to be confined. 
Fonts, Gustafson, and Zerfas (1934) and others have 
reported further cases of pregnancy polyneuritis 
successfully treated by diet. 

Apart from these which are uncommon, 
every obstetrician of experience has treated patients 
complaining of tingling and numbness particularly 
affecting the fingers and usually associated with a 
gnawing pain which runs up the arm, particularly 
at night. This pain, which disturbs sleep, usually 
demands the exhibition of hypnotic drugs and the 
condition rarely, if ever, clears up before delivery. 
I have seen a number of such cases, particularly in 
Leeds, and have recently been told by post-graduates 
from South Africa, Australia, and India, that they 
have observed the condition not infrequently, that 
they have never seen it clear up before delivery, and 
that the pain invariably demanded the administration 
of some drug. 


Cases, 


The purpose of this paper is to report the successful 
treatment of 5 such cases by dietetic measures, in 
4 of them solely by the administration of vitamin-B, 
concentrate. All the patients complained of numbness, 
tingling, pins-and-needles, and, with the exception of 
Case 5, of pain which was worse by night. The arms 
and hands were affected in all the cases, and one side 
more than the other. 

THE FIVE CASES 

CasE 1.—A primigravida, aged 26, first complained at 
the antenatal clinic of tingling of the fingers on Sept. 5th 
1935, and was given calcium and Advita* capsules 
(four daily) 1o take home with her. A week later the 
symptoms were worse and she was admitted to St. Mary 
Abbots Hospital on Sept. 15th. She complained of pins- 
and-needles and numbness in the fingers of both hands 
and pain shooting up the arms, particularly affecting 
the left side. The pain was severe and wakened her 


* Each capsule contains ™ ii of concentrated whale oil, in 
1°0 gramme of which there are 25,000 units of vitamin A and 
1000 units of vitamin D. 
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up several times in the night, but did not disturb her 
much by day, although the numbness and pins-and- 
needles persisted. She was put on the full antenatal 
diet already described (Theobald, 1935) and was given 
in addition to vitamins A, B, and D, daily intravenous 
injections of 10 c.cm. of a 10 per cent. solution of calcium 
gluconate. Her condition improved so rapidly that 
she was discharged on Sept. 2st, complaining merely 
of tingling and numbness in her fingers. She was given 
calcium tablets and advita capsules to take out with 


her and came up three times in the week for intra- 
venous calcium injections. Her condition rapidly 
disimproved and the pain recurred waking her up 
frequently, and making sleep impossible after 5 a.m. 


She was then given Bemaxt in addition to other substances 
to take home with her and a few days later her symptoms 
improved and she slept better. She was again admitted 
to hospital on Dec. 6th by which time the right hand was 
normal. The fingers showed normal sensation to heat, 
cold, pinpricks, and  cotton-wool The  tendon-jerks 
were more difficult to elicit on the left than on the right 
side, the biceps-jerk not being obtained. Her symptoms 
rapidly cleared up on the full diet and it is unfortunate 
that she was not seen by a neurologist until all her 
symptoms had disappeared. On Nov. 15th Dr. D. H. 
Brinton reported that there was no evidence of any organic 
nervous disease except for 
He thought, however, that the history of paresthesie 
was very suggestive of an early peripheral neuritis. 
Except for slight tingling which occurred on three sub- 
sequent occasions, one being the day after delivery, the 
patient had no further 


inequality of 


biceps-jer ks. 


symptoms during her stay in 
hospital, 
Two days after she left hospital, however, pain, 


numbness, and tingling recurred in her left arm, the right 
remaining normal, At her visit to the postnatal clinic 
a month later she reported that the condition in her left 
arm had been getting progressively worse so that it was 
then as bad as it had ever been. Tingling in the fingers 
occurred at intervals during the day, but at night the 
old pain shot up her arm leaving it numb and powerless, 
so that she could not hold the suckling baby with it. 
She was given vitamin B,{ tablets in dosage of 2250 units 
daily. Within three days the pain and numbness ceased 
to affect her arm, and at the end of the week she com- 
plained merely of occasional tingling in the fingers of the 
left hand. After a further fortnight on this dosage of 
vitamin B, her symptoms entirely disappeared. 

In this case the successful treatment before delivery 
showed the symptoms to be due to dietetic deficiency, 
while that subsequent to her confinement proved 
them to be due to a deficiency of vitamin B, in her diet. 


CasE 2.—The patient, a 2-gravida aged 33, complained 
on Nov. 5th, 1935, of pain in her right arm and leg which 
had troubled her for about three weeks. It did not bother 
her by day, but at night the pain was so severe that she 
walked round the room ‘“‘ the whole night.”’ 
had not had a decent night’s rest for the last three weeks. 
The pain ran up the arm and down the right side to the 
leg and was associated with marked numbness and tingling 
of the toes and fingers. The tingling (pins-and-needles) 
occurred by day. Sensation was unimpaired, the tendon- 
jerks were normal, and the knee-jerks brisk. There was 
tenderness on deep muscle palpation and slight pressure 
along the nerve trunks of the right arm and leg elicited 
pins-and-needles in the fingers and toes. 
applied to the left limbs had no effect. 


She said she 


Similar pressure 


She was sent home and given B, tablets (10 = 1500 units) 
daily ; no further change of any kind was made in her 
dietary. On Nov. 12th she reported that she had three 
fairly good nights during the previous week ; she thought 
her condition improving. On the 19th was 
** much better.”” The right leg was normal, and she had 
had one day with no tingling or numbness in her right 
hand. On the 26th stated that had had no 


was she 


she she 


+ One ounce (or 4 heaped tablespoonfuls) of Bemax contains 
400 units of vitamin B,. 

t Each of these tablets prepared by Messrs. Vitamins 
weighs 0°75 ¢. and contains 150 units of vitamin Bb, 
other active substance. 
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abnormal sensations in either of the affected limbs for 
some days. 

There was no recurrence of symptoms either before or 
after delivery. 


CasE 3.—On Sept. 16th, 1935, the patient, a 5-gravida 
aged 39, complained of severe cramps in her calves, 
insomnia, and tingling (pins-and-needles) in the fingers of 
the left hand. She was given an intravenous injection 
of 10c.cm. of ealcium gluconate and calcium and advita 
capsules to take home with her. (Calcium grs. 20; 
vitamin A 10,000 units, vitamin D 400 units, daily.) 
On Oct. 15th she reported that the cramps had ceased 
and the insomnia was better, but she was awakened 
several times in the night by gnawing pains down the 
arms to the hands, accompanied by numbness and tingling 
in the fingers. The left hand was much worse than the 
right. The circulation of the left arm was cut off for 
five minutes by means of an armlet. The fingers did not 
flex and she was able to maintain them fully extended 
without much discomfort. 

On Oct. 22nd she said that for the last 14 days the 
condition of the left hand had been getting worse, so that 
she could no longer dress her children. In the morning 
the fingers were partly flexed and she was unable to 
extend them. They “cramp up” and are “dead.” 
She complained of numbness, tingling, and loss of power 
in the left hand, the tingling and numbness persisting 
throughout the day. There was hypersensitivity along the 
course of the ulnar nerve. She had been seen on the 
previous day (Oct. 2lst) by Dr. J. Purdon Martin who 
reported as follows: ‘‘Tendon-jerks all very brisk. 
Marked bilateral finger flexion. No sensory disturbance. 
Right plantar response flexor; left indefinite. In view 
of the increased tendon -jerks, spinal cause for the pains 
is suggested.” 

The calcium and vitamin capsules were discontinued 
and she was given vitamin B, tablets to take home with 
her and told to take ten daily. By Oct. 25th the condi- 
tion had definitely improved, and she could dress her 
baby. On the 29th she said that she had the tingling 
sensation and numbness in her fingers only in the morning. 
On Nov. 12th the hand was quite normal and she had 
done a good day’s washing on the previous day. 

The vitamin B, tablets were discontinued, and the 
symptoms did not recur either before or after delivery. 
It will be observed that this patient also suffered from a 
deficiency of vitamin D in her diet. 


Case 4.—A primigravida, aged 23, 38 weeks pregnant, 
complained of tingling and numbness in both hands, 
but particularly the right hand, of a week’s duration. 
The “ pins-and-needles ” ran all the way up the arm and 
once she had what she described as an “ electric shock ” 
at the tips of her fingers. The pain wakened her up three 
or four times in the night. She was given vitamin B, 
tablets, 2250 units daily, and the symptoms cleared up 
completely within ten days; neither did they recur 
after delivery. 


CasE 5.—On Oct. 23rd, 1935, a primigravida, aged 25, 
complained of cramps in legs and hands, insomnia, and 
tingling and numbness of both middle fingers by night and 
by day. It had become very unpleasant for her to touch 
wool or silk with these fingers. On the 26th she was 
admitted to the antenatal ward and given the routine diet, 
but no bemax. Five days later there was no improvement 
in the fingers, and she was put on 15 vitamin B, tablets 
daily, all other substances additional to the basal diet 
being discontinued. On Nov. 9th no significant improve- 
ment was apparent. Both index-fingers were now slightly 
affected. The full routine diet was therefore commenced, 
the bemax being increased to iss. daily and advita 
capsules from 4 to 20 daily. On the 16th the condition 
was improving, but pins-and-needles developed in both 
arms on the 21st and persisted for five days. By Dec. 4th 
sensation in the affected fingers had been normal, except 
on deep pressure, for three or four days. 

The symptoms did not recur. After the first two 
nights in hospital she slept well, had no cramps, and the 
cedema, except for the degree which was present apart 
from pregnancy, disappeared. 





This patient was seen by Dr. Macdonald Critchley, 
who diagnosed the condition as gestational neuritis. 
Her neuritic symptoms were the least conspicuous 
of any of the five patients, and yet it took over six 
weeks to effect a cure. Apart from the rich diet she 
received vitamin A 50,000 units, vitamin D 2000 
units, and vitamin B, 2850 units daily. It can be 
asserted that the condition responded to dietetic 
treatment, but it is not possible to say whether it 
was due merely to vitamin-B, deficiency in the diet. 
It must be presumed that the few fibres involved 
had suffered degenerative changes necessitating time 
for repair after the deficiency in the diet had been 
made good. It will be noted that this patient also 
suffered from the effects of a deficiency of vitamin D 
in her dietary. 

DISCUSSION 

It is immaterial whether the  well-recognised 
syndrome exhibited by these patients is to be 
attributed to a peripheral neuritis, as is commonly 
taught, or to lesions in the spinal cord. It is, how- 
ever, important to distinguish between the tingling 
sensations due to nervous lesions and those believed 
to be occasioned by circulatory disturbances. In 
the latter cases the pins-and-needles occur sym- 
metrically in both hands, as frequently by day as by 
night and disappear when the fingers are rubbed 
together or the hands allowed to hang down for a 
few minutes. In between the attacks the fingers 
feel quite normal. If the circulation be cut off by 
an armlet applied to the arm the fingers tingle imme- 
diately and after a lapse of about three minutes they 
become partially flexed, the patient being unable to 
maintain them in the extended position. In those 
cases where the symptom first appears towards the 
end of pregnancy the condition can usually be cured 
within a few days by calcium therapy. 

It must remain an open question as to whether the 
cases I have reported represent an early stage of the 
severer form of pregnancy polyneuritis for which 
Berkwitz and Lufkin have suggested the term “‘ toxic 
neuronitis.”’ It is interesting on the one hand to note 
that Strauss and McDonald and others have caused 
much improvement in such cases by dietetic measures, 
and on the other to recognise that the symptoms of 
Cases 2 and 3 might be considered to have been due 
to lesions in the spinal cord. 

Reference has already been made to the statements 
of Berkwitz and Lufkin and of Luikart that the 
histological changes in the nervous system. are similar 
in beri-beri, pellagra, scurvy, and the polyneuritis 
of pregnancy, or in other words presumably, that 
severe deficiency of either vitamins B,, B,, or C in 
the diet may lead to degenerative changes in the 
anterior horn cells. 

The position is still further complicated by the 
fact that lesions both in the spinal cord and in the 
peripheral nerves may occur in animals fed on a 
diet rich in the vitamin-B complex and that these 
lesions may be prevented by the addition of vitamin A 
to the diet (Hart, Miller, and McCollum, 1916; 
Hughes, Lienhardt, and Abel, 1929; Mellanby, 
1929). Beri-beri is usually attributed to a deficiency 
of vitamin B, in the dietary, but Mellanby (1934) 
suggests that the nerve lesions associated with this 
disease as well as those occurring in pellagra and 
lathyrism are due to vitamin-A deficiency. He 
asserts that he is unaware of any evidence which 
proves that neuritis involving demyelination of 
nerve-fibres can be produced in animals by diets 
deficient only in the antineuritic vitamin B and 
doubts whether the condition once produced can 
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be cured by the exhibition of this vitamin alone. 
The apparently conflicting laboratory results appear 
to be due to two main facts: (1) in order to produce 
lesions in animals it is often necessary to feed them 
with diets to which they are not accustomed and 
which may be deficient in other substances, organic 
and inorganic, as well as the vitamin concerned ; (2) 
once nerve lesions have been produced a long period 
of time may be necessary for their recovery even when 
the diet is adequate, and it is difficult, if not impossible, 
to be sure of early lesions in animals. 

The main reason why this question has been 
discussed in some detail is to draw attention to the 
remarkable opportunities afforded by pregnancy to 
study with the precision of laboratory experiments 
the early stages of vitamin deficiencies as they occur 
in man. Thus insomnia, headache, muscular cramps, 
vomiting, skin rashes, and circulatory disturbances 
including dizziness and tingling of the fingers may 
undoubtedly be caused by disturbance of the calcium 
metabolism. The gingivitis of pregnancy is probably 
due to vitamin-C deficiency in the diet, and offers the 
opportunity of investigating the possibility of masked 
vitamin-C deficiency occurring during pregnancy apart 
from the scurvy symptom-complex. It is indeed prob- 
able that the uncomplicated effects of any vitamin 
deficiency in the diet can only be observed in the 
early stages of its operation. Gross deficiency of any 
vitamin in the dietary may result in lesions not merely 
due to deficiency of that vitamin but to a resultant 
disturbance of the metabolism, the factors concerned 
being as yet imponderable. The interrelation 
between and the interactivity of the vitamins are 
little understood, but the harmonious interdependence 
of the hormones may provide an analogy. 

It has been reported that symptoms due to nervous 
lesions and occurring towards the end of pregnancy 
were cured, usually within three weeks, merely by 
the addition of from 1500 to 2250 units of vitamin B, 
to the daily diet, without otherwise altering it or 
changing the environment of the patient. In two 
of these patients the symptoms progressed in spite 
of the daily addition of vitamin A (10,000 units) and 
D (400 units) and calcium lactate, grs. 30, to their 
basal diets. It is, moreover, of interest to note that 
at least two of these patients suffered from a deficiency 
of vitamin D in their dietaries. 

Inasmuch as it was postulated that the neuritis 
as well as all the “toxzemias of pregnancy” were 
due to deficiencies in the diet and inasmuch as the 
neuritis of pregnancy has been attributed to the toxin 
of pregnancy—to that extent the results now reported 
may be held to support the dietetic-deficiency hypo- 
thesis of the toxemias of pregnancy. The form of 
neuritis described is, I consider, best termed ‘‘ atelo- 
sitetic neuritis of pregnancy ’—a term derived from 
the Greek 4reAjs (imperfect) and cirnos (nutrition). 


SUMMARY 

1. Five patients, in the later weeks of pregnancy, 
suffering from a symptom-complex due to nervous 
lesions and usually described as gestational neuritis 
were cured by dietetic treatment. 

2. In four of these patients the symptoms were 
completely relieved merely by the addition of 
vitamin B, to their dietaries. It may therefore be 
assumed that the symptoms resulted from a deficiency 
of that substance in the diets. 

3. Two of these patients suffered in addition from 
deficiency of vitamin D in their diets. 

4. It is at present impossible to say whether these 
symptoms represent an early stage of the “toxic 
neuronitis ’’ of pregnancy. 
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5. Pregnancy offers opportunities for studying the 
effects of vitamin and other deficiencies in the diet 
with the precision of a laboratory experiment. 
6. The results reported may be held to support the 
dietetic-deficiency hypothesis of the 
pregnancy. 


toxwmias of 


I wish, in conclusion, to thank Prof. James Young for 
allowing me to undertake the treatment of these patients 
who were admitted either to the Hammersmith Hospital 
or to St. Mary Abbots Hospital, and Mr. J. Carver, 
medical superintendent of the latter hospital, for his 
unfailing coéperation. I have pleasure, 
expressing my indebtedness to Sir Frederick Menzies, 
medical officer of health for the county of London, for 
permission to publish data concerning patients admitted 
to St. Mary Abbots Hospital. 


moreover, in 
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NOTE ON 
MALE HORMONES AND THE QUESTION 
OF ACCESSORY SUBSTANCES 


By R. DEANESLY, D.Sc. 


AND 
A. 8. Parxss, Sc.D., F.R.S. 


(From the National Institute for Medical Research, 
London) 


In making the original announcement of the 
isolation of testosterone from the testis, Laqueur 
and his collaborators ! reported that its male hormone 
activity was greatly increased by the addition of 
an #-substance, itself inert, obtainable from testis. 
These authors found further that androstanediol 
could be similarly activated,? and that the 2-substance 
was probably of the nature of a fatty acid and 
occurred in various tissues and body fluids.* 

These results have been confirmed and extended 
by workers in Basle (see Ruzicka, Wettstein, and 
Kagi‘* and Miescher, Wettstein, and Tschopp °), 
who find that the ‘* synergistic ”’ effect may be obtained 
with a large variety of pure fatty acids, as well as 
with Prof. Laqueur’s and other extracts. These 
authors also showed that the activity of testosterone 
vi.cies according to the kind of oil in which it is 
dissolved. In paraffin oil, for example, it is inactive. 

The work described below was begun as a study 
of variable factors in the assay of male hormones 
on the accessory reproductive glands (prostate and 
seminal vesicles) of castrated rats, but subsequently 
became relevant to the problem of “activation ” 
of male hormones, 

TECHNIQUE 

The methods used were those described by Deanesly 
and Parkes. Rats were castrated at 40-60 g. 
body-weight and used not less than one month later. 
Within these limits the results, though individually 
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variable, were found to be independent of the exact 
age, size, and time after castration of the rats. As 
a precaution, however, all sets of comparisons 
except one were carried out on batches of 20-30 
rats castrated, and later injected, at the same times. 

The hormone was administered subcutaneously 
in ten equal daily injections to groups of 5 or 10 
similar rats which were killed one day after the last 
injection. For comparison of the effectiveness of 
various methods of administration the standard total 
dose per rat was 10 mg. androsterone or 2 mg. 
testosterone. 

AMOUNT AND NATURE OF OIL 

As already mentioned * (and see also 7) we have 
obtained striking results by varying the amount of 
oil in which the hormone is administered. Three 
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Effect of volume of arachis oil solution on the response 


of the prostate and seminal vesicles to 10 mg. androsterone 
and 2 mg. testosterone. 


——<— — Androsterone. 





Testosterone. 


groups of 5 rats each were given the standard 10 mg. 
of androsterone in a total of 1, 2, and 5c¢.cm. arachis 
oil respectively per animal. The experiment was 
subsequently repeated on a different batch of rats, 
with corresponding effects. The combined results, 
given in Table I. and the Figure, indicate that 
TABLE | TABLE II 
Effectiveness of 10mg.andro- Effectiveness of 2 mg. testo- 
sterone in different amounts sterone in different amounts 
of arachis oil of arachis oil 


Average 
weight of— 

Total Total 
amount of amount of 
oil (c.cm.,). 


Average 
weight of 


Pesstate —- oil (c.cm.). Prostate Seminal 
(mg.). | Vesicles (mg.) vesicles 
(mg.). so (mg.). 
oer 66 11 20.. 61 27 
2-0 oe 95 17 50 .. 183 118 
| 
50 oe 128 22 10°0 .. 219 163 





10 rats in each group. 10 rats in second group, 


5 in others. 


increasing the volume of oil by five times more than 
doubles the effectiveness of 10 mg. of androsterone. 

A similar experiment with 2 mg. testosterone 
(in which, however, the groups of rats were not of 
the same batch) gave a similar result (Table I1.). 

Our first inclination was to ascribe this effect to 
alteration of the conditions of absorption, possibly 
to spreading the absorption more evenly over the 
interval between injections, but in view of the results 
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with x#-substance, the increased response might have 
been due to the presence in the arachis oil of free 
fatty acid or some other accessory substance. Various 
experiments were therefore carried out to throw light 
on this problem :— 

(a) The standard dose of androsterone was adminis- 
tered in a total of 5 c.cm. arachis oil, but each daily dose 
was given as five separate injections of 0-1 c.cm. in 
different parts of the body. 

(6) The standard dose of androsterone was adminis- 
tered in a total of 1 c.cm. arachis oil, the daily injections 
all being on the left side of the rat, while 4 c.cm. of blank 
arachis oil was given over the same period on the other 
side. 

The first of these experiments gave a result similar 
to that obtained by the administration of the standard 
dose in a total of l¢.cm. oil. The second gave only 
a slightly higher result which, allowing for the partial 
mixing which may have taken place under the skin, 
points to the same conclusion—i.e., that the increased 
efficiency of the larger volumes of oil solution is not 
due to the presence of accessory substances in the 
oil, but is due to some local action at the site of 
absorption. This conclusion was supported by an 
experiment in which we used a pure solvent, 1:2 
propylene glycol, which is miscible with both oil 
and water. The standard amount of androsterone 
given in a total of 2¢.cm. of this medium produced 
the highest response to that dose so far obtained, the 
results with an increased volume of the same solvent 
being rather lower. Whatever the explanation of the 
high efficiency of this solvent may be, it is clear that 
the conditions of absorption from it are very different 
from the conditions of absorption from oil, and that 
it does not contain accessory substances. Tests 
on the use of various oils as solvents showed that 
castor oil was about as effective as arachis oil, but 
that olive oil was much less so (Table III.). It 


TABLE III 


iveness Oo mg. androsterone in 2 c.cm. of various 
Effectiven 10 Jrost 2 us 








media 

Average weight of— 

Medium. en Seminal 

me.) vesicles 

(mg.). (mg.). 
Olive oil win an ad 78 18 
Arachis oil .. ee es 133 21 
Castor oil .. ws oe 149 19 
Propylene glycol 7 oe 199 37 


5 rats in each group. 


is clear from these experiments that in comparative 
work with male hormone compounds the technique 
must be carefully standardised ; the above experi- 
ments may well explain some of the discrepancies 
in the results of different workers. 


ADDITION OF PALMITIC ACID 

At this stage we were fortunate in being able to 
discuss our findings both with Dr. Miescher and 
Dr. Freud. The former kindly gave us early informa- 
tion of the results he and his collaborators had 
obtained with various fatty acids. 

The experiments shown in Table IV.* were then 
undertaken and the following conclusions reached. 


* We understand that both Dr. Freud and Dr. Tschopp have 
performed somewhat similar experiments, but we have not 
heard actual details. - (Added April 6th): Dr. Tschopp’s 
experiments (Miescher, Wettstein, and Tschopp : Schweiz. med. 
Woch.,, 1936, Ixvi., 310) have apparently given similar results. 
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(a) The addition of palmitic acid to the oil solution of 
testosterone causes a great increase in response, much 
above that obtained by increasing the total volume of 
oil to 10 c.cm. (Table IT.). 

(6) The administration of palmitic acid in separate 
injections on the side of the animal opposite to that 
receiving the testosterone causes no significant 
in response. 

(c) The definite increase brought about by the palmitic 
acid cannot apparently be attributed to synergism at the 
site of action of the hormone. 


TABLE IV 
Effectiveness of 2 mg. testosterone with 0-5 g. palmitic acid 


increase 


Average weight of 


Method of administering 


testosterone. i i ae Seminal 
o—1? vesicles 
&.). (mg.). 
In total of 5 c.cm. arachis oil solution 183 118 
In total of 5 c.cm. arachis oil solution 
containing 0-5 g. palmitic acid .. 252 210 
In total of 5 ¢.cm. arachis oil given on 
left side of the rat with 0-5 g. pal- 
mitic acid in 5 c.cm. oil given on 
right side - aan me 171 135 


10 rats in each group. 


It may be added that experiments show that the 
increase in the effectiveness of testosterone caused 
by the addition of z-substance or fatty acid is not 
obtained in capon tests,1 and the addition of the 
substances therefore greatly increases the activity 
of testosterone on rats per capon unit. As we have 
already pointed out,® some such alteration of the 
ratio is necessary for testosterone to have the typical 
biological activity of testis extracts. 

DISCUSSION 

The immediate problem is (a) whether the mode 
of action of fatty acids given in conjunction, with 
testosterone is similar to that of the x-substance 
described by the Amsterdam workers; (b) whether 
the fact that increased activity is produced by increas- 
ing the volume of oil has any bearing on the subject ; 
and finally (c) whether there is any conclusive evidence 
of real synergism between the *‘ accessory substances ” 
and the hormone, at the site of action of the latter. 

Freud * states that the purest preparations of 
x-substance are very much more active than the 
fatty acids tested by Miescher, but this does not 


necessarily indicate any qualitative distinction. 
According to Freud, Dingemanse, and _ Polak,* 


x-substance activates androstanediol and testosterone, 
but not androsterone. The positive results with 
androsterone recorded in Table I. are thus presumably 
of a different kind from those obtained with 
x-substance. Miescher and his co-workers have not 
apparently tested the fatty acids in conjunction with 
other male hormones than testosterone, but a single 
experiment in this laboratory suggests that the 
effect of 10 mg. androsterone in 5 c.cm. arachis oil 
(Table I.) is increased by the addition of 500 mg. 
palmitic acid. 

The crux of the problem seems to be whether or 
not the ‘‘ activating’ effect is obtained by separate 
injection of the x-substance, of the fatty acid, or of 
excess oil. For the last two, our evidence strongly 
suggests that the activating effect is only obtained 
when they are injected in intimate mixture with the 
hormone. It is therefore most difficult to see how 
the “ activation’? can be due to synergism at the 
site of action, and by contrast local effects at the site 
of injection are implied. A comparison may be made 
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with the increased efficiency of cestrone obtained by 
esterification or by subdividing the total dose into a 
series of frequent injections. The present results 
may similarly be due to slowing the rate of absorption 
and thus levelling the supply of active substance 
available to the animal, with a consequent decrease 
of wastage by excretion. Actually, in our experience, 
considerable heating is required to dissolve the 
palmitic acid and hormone in a suitable quantity of 


oil, and under such conditions the possibility of 
esterification of the hormone cannot be entirely 
excluded. , 

This doubt concerning the mechanism of the 
process, however, in no way alters the fact that, 
owing to the researches of Freud and of Miescher 
and of their co-workers, a method has been found 
of very greatly increasing the effectiveness of some 


at least of the extremely expensive male 
compounds. A wide field of work has also been 
opened up in the possible application of this technique 
to other hormones. 


hormone 


SUMMARY 

An increase in the amount of oil solution, or the 
addition of palmitic acid to it, greatly increases the 
effectiveness of androsterone or testosterone. The 
effect is not obtained if the excess oil or the fatty 
acid is given by separate injections in another part 
of the animal. 

We are greatly indebted to Prof. L. Ruzicka and Messrs. 
Ciba Ltd. for the supplies of androsterone and testosterone, 
while we wish to thank Dr. K. Miescher, Dr. J. Freud, 
and Dr. R. K. Callow for valuable information and 
discussion. 
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IN addition to the well-defined general xantho- 
matoses of Gaucher's and Niemann-Pick’s disease 
and the more localised Hard-Schuller-Christian’s 


disease, there are cases which do not belong to either 
of these groups. That described here is one in which 
the sole organ affected was the spleen, which was 
only moderately enlarged. The macroscopic appear- 
ance of its cut surface gave no indication of the 
widespread change in its pulp, which was almost 
entirely occupied by large cells closely resembling 
those found in Gaucher's except that in 
the periphery of the cells were closely packed granules, 
stained by Sudan III. and osmie acid. 


disease, 


A breast-fed infant, aged 4 months, was admitted to 
the Brook Hospital on July 25th, 1934, certified as 
diphtheria, a routine swab having proved positive, She 
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was a small but well-nourished and well-proportioned 
baby. On examination, apart from a few dry rales over 
both lungs, she appeared to be normal. It is especially 
to be noted that there was no demonstrable enlarge- 
ment of the spleen, liver, or superficial lymph nodes. 

On the evening of the day of admission she was found to 
have a temperature of 103° F. A re-examination revealed 
nothing more than the mild bronchitis already referred 
to, which could hardly be regarded as an adequate cause 
of the pyrexia. The following day a mild gastro-enteritis 





Section of spleen. ( x 360.) 


set in, probably as the result of the change from breast 
to artificial feeding. This cleared up in a few days but 
the fever.continued. Attention was therefore focused 
on discovery of a possible cause, but all investigations 
proved negative, including a Widal test and cultures from 
the blood and urine. Finally dentition, then in progress, 
was blamed, since the child but for the temperature 
could have been passed as normal. She took all feeds 
readily, gained a little weight, was lively and contented, 
and well above the average intelligence for her age. A 
close inquiry into the family history, with special reference 
to tuberculosis, was also without result. One fact, dis- 
regarded at the time, becomes interesting in retrospect : 
the father and one brother suffered from diabetes insipidus. 
Otherwise the family health was excellent. 

The child was said to be continually “‘ restless,” especially 
at night. This became worse and culminated on 
August 19th in a convulsion. Two more convulsions 
occurred on the following day. As they were very brief 
it was not possible to reach the ward in time to see one, 
but from the descriptions supplied a diagnosis of tetany 
was hazarded, although there were no cardinal signs 
of this condition. Massive doses of a calcium—vitamin-D 
preparation—were therefore injected, and as the fits 
promptly ceased it was felt that the diagnosis had been 
correct and less potent tablets of the same preparation 
were. subsequently included in the feeds. 

For a week no further convulsions occurred. The 
fever persisted with morning remissions, but the baby 
appeared so well that the mother pressed to be allowed 
to take her home. On August 27th however another 
fit occurred, and another on the following day. The 
injections were again resorted to, but this time without 
result, and fits recurred at intervals of from 12 to 48 hours. 
Despite this the general condition remained remarkably 
good, and there was one week of apyrexia, but this did 
not have any influence on the number or severity of the 
attacks. Further investigations were made. Lumbar 
puncture yielded a normal cerebro-spinal fluid, and the 
Wassermann reaction was negative both in the fluid and 
in the blood. The urine remained clear. The fundi were 
normal, as were the superficial and deep reflexes. The 
feeds were suspected and altered; fat was withheld for 
a week and the sugar content was varied. All changes 
were* equally well tolerated, all the feeds being taken 
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and the stools were normal, but the weight gradually 
went down. No medication seemed to influence the 
frequency or severity of the fits or to diminish the restless- 
ness. This, which seemed at first no more than a mild 
athetosis, became more and more violent, so that the 
description ‘‘ continuous convulsion” could much more 
accurately be applied to it. The child lay on her back 
threshing with the arms and legs, the eyelids blinking, and 
the facial muscles twitching continuously. At intervals 
of about half an hour the limbs would flex slowly and 
deliberately, the lids retract and the pupils dilate, and 
the colour change to an extreme pallor. It seemed that 
death must ensue immediately, but in a minute or less 
the colour would revive and the movements recommence. 
In these seizures there was no incontinence, the heart 
action was unchanged, the pupils would still react to 
light, and the reflexes were normal. As it was imperative 
that some rest be procured at any cost the more powerful 
hypnotics were given. These did something to diminish 
the violence of the movements but nothing to alter the 
frequency. On Sept. 8th stupor supervened and death 
occurred the same day. 

Post-mortem report.——A moderately well-nourished, 
well-developed, pallid female infant; slight jaundice of 
conjunctive. Heart normal; foramen ovale patent 
but valvular; remainder of fetal circulation closed. 
Lungs cedematous; slight purulent bronchitis and small 
patches of broncho-pneumonia. Liver: slight fatty 
degeneration. 

The spleen (7 by 3 by 1 cm.) was enlarged and purple, 
having a smooth red to reddish-grey cut surface with 
distinct Malpighian bodies (0-1 cm. diam.). Kidneys: 
cloudy swelling. Adrenals: pale yellow cortex and 
grey medulla. Brain: vessels congested, particularly 
in the basal ganglia ; thrombosis of right choroid plexus ; 
middle ears clean. Ribs: normal line of provisional 
calcification at costochondral junction. 

Histology.—Tissues examined were the spleen, liver, 
lung, kidney, pancreas, thyroid, pituitary, basal ganglia 
of brain, mid-brain, cerebellum, medulla, and choroid 
plexus. These were all stained with hematoxylin and 
eosin and with Weigert’s iron hematoxylin and van 
Gieson’s stain; in addition frozen sections were made of 
the spleen and liver and examined unstained, after heating, 
and stained with Sudan III. There was fatty change in 
the liver, edema, and broncho-pneumonia of the lung, 
cloudy swelling of the kidney, and thrombosis of the 
choroid plexus. Apart from these and the changes 
in the spleen, the remaining organs were normal. 

In the spleen the Malpighian bodies, trabecule, and 
blood-vessels were normal. The remainder of the spleen 
was largely composed of trabecul# and small clusters of 
large cells having a vacuolated foamy protoplasm. The 
outline of each group of cells was distinct but the individual 
cell outlines were occasionally lost. The nuclei varied 
from round and oval to narrow crescent-shaped nuclei 
forming part of the border of a “ blown out” cell. A 
delicate chromatin net and a small nucleolus could be 
made out in those which were least squashed. In frozen 
sections granules, staining a golden brown colour with 
Sudan IIT. and black with osmic acid, were present in 
the periphery of all the foam cells, but they did not fill 
the whole space and with a polarising microscope doubly 
refractive bodies were also present. 


DISCUSSION 

The cells in the spleen were similar in size and 
arrangement to those found: in Gaucher's disease, 
and they also contained a substance which would 
not stain with the ordinary fat stains. In addition, 
however, they contained, particularly in the peri- 
phery of the cells, granules which stained readily, 
and also granules which were doubly refractive with 
polarised light. The limitation of the change to the 
spleen and the presence of these stainable “fats” 
appeared to rule out the possibility of this being 
genuine Gaucher’s disease. The localisation of the 
abnormal fat-containing cells to the spleen, and 
their size, make it impossible to label the case one 
of Niemann-Pick’s disease, for the characteristic of 
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that disease is the widespread distribution of the 
foam cells, which infiltrate the entire splenic pulp, 
diffusely infiltrate the lymphatic glands of the celiac 
and hepatic groups, infiltrate the bone-marrow, 
intestinal mucosa, lung, and perivascular tissues of 
the brain. The cells stain irregularly with the usual 
fat stains and contain doubly refractile bodies. 

Whether the family history of diabetes insipidus 
could in any way be associated with the condition 
it is now impossible to say. There were no histo- 
logical abnormalities either in the pituitary or in 
the pancreas. 

Weare indebted to Dr. J. V. Armstrong of the Brook 
Hospital for permission to publish details of this case. 





HENOCH’S PURPURA CAUSING ACUTE 
OBSTRUCTION TWICE IN EIGHT DAYS 


By Trina Gray, M.B. Glasg. 
DISPENSARY SURGEON TO THE GLASGOW ROYAL INFIRMARY 


Tue following case seems rare enough to warrant 
publication. I have not been able to find a similar 
one recorded in the literature. 


The patient, a miner aged 21, was admitted to the 
medical side of the Glasgow Royal Infirmary on Jan. 12th, 
1936, with Henoch’s purpura. Eighteen months previously 
he had developed joint pains with purpuric spots. Attacks 
had recurred every two or three weeks till the beginning 
of 1936, when there was a much more severe attack 
and acute pain was felt in both ankles and the joints were 
swollen ; two days later the left knee was similarly affected. 
These joint pains were accompanied by pain in the right 
hypochondrium, with nausea and vomiting ; the vomitus 
was black, and the pain lasted for three days. On 
Jan. 11th the left wrist and both elbows became swollen 
and painful, the abdominal pain and vomiting returned, 
and he was admitted to the infirmary. 

On admission there was a rash, papular and bright 
red on the extensor surfaces of the forearm, hand, and 
leg, especially round each elbow. The tip of the spleen 
was palpable. The patient appeared drowsy and exhausted. 

The investigations were as follows :— 

Blood examination: Red cells, 3,700,000; white 
cells, 5200 ; hemoglobin, 88 per cent. ; colour-index, 1°0. 
Bleeding-time diminished (2 min.); coagulation-time 
slightly increased (5} min.); film showed well-stained 
red cells of uniform size and shape; leucocytes normal ; 


numerous platelets were seen. Wassermann reaction 
negative. Ophthalmic examination: no abnormality. 
Vomitus, Jan. 12th-26th, negative for blood; fxces, 


Jan. 20th—26th, positive ; urine, Jan. 14th—26th, positive. 

The following treatment was given: Hemoplastin 
6 c.cm., once after admission ; autohemotherapy 10 c.cm. 
5 times ; sod. salicyl. and sod. bicar. grs. 15 t.i.d. 

On Jan. 26th he developed very severe colicky abdominal 
pain and vomiting. A tender mass was palpated in the 
abdomen and he was transferred to the surgical side. 
The patient looked very ill, was restless, and in great pain ; 
obstructive vomiting was present and he was passing 
blood and mucus per rectum. He was taken into theatre 
immediately. Mr. G. T. Mowat opened the abdomen with 
a@ paramedian incision. An intussusception caused by 
hemorrhage into the wall of the gut was found reaching 
to the middle of the transverse colon, commencing at the 
iliocecal valve. This was reduced and the appendix, 
which was very congested, was removed. Much fluid 
was present in the pelvis and a stab puncture was made 
to allow for suprapubic drainage. 

The patient made satisfactory progress till a week 
later, Feb. Ist, when he again complained of severe 
colicky abdominal pain similar to that before his operation. 
He looked desperately ill and blanched. The abdomen 
was rigid and very tender in the cecal region, and 
obstructive vomiting recommenced. He had the tempera- 
ture of collapse and a pulse-rate of 108. I reopened 
the old wound. Quantities of blood welled up and bubbles 
of gas, then distended fluid-filled small intestine escaped. 


INVENTIONS 
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Beyond the cecum the large bowel was collapsed. There 
was @ gangrenous patch about the size of a crown piece 
on the cecum at the site of the previous intussusception. 
At a distance of 8 in. and 12 in. from the cecum the ileum 
was firmly fixed down and kinked by organised blood 
clot ; at these places the peritoneal coat and the mesentery 
were split and the walls of the bowel thickened and purple 
with the extravasated blood, these conditions forming a 
complete obstruction. His condition made resection out 
of the question, and as the bowel, though blocked, was 
possibly viable a lateral anastomosis between the ileum 
and the transverse colon seemed the only thing to do to 
tide him over the This I did and invaginated 
and overstitched the gangrenous patch on the c#cum. 
The clots were cleared from the mesentery and the peri- 
toneum stitched. Hot saline solution was introduced 
and the wound resutured. A drainage-tube was replaced 
in the pelvis through the old stab puncture. 

The sickness stopped after the operation and the bowels 
moved naturally a day or two later. He was put on 
daily doses of Calcium Sandoz 5c.cm., and Campolon 


crisis. 


2c.cm. intramuscularly. On Feb. 4th and again on 
the 20th 700c.cm. of citrated blood was transfused. 


Even after the first transfusion the patient’s condition 
improved tremendously. His appetite improved, there 
was no melena, and the hematuria ceased. He looked 
and felt well. The red cell count was now 5,390,000 per 
e.mm.; there were no abnormal cells in the film and 
numerous blood-platelets were present. The superficial 
layers of the wound broke down and required resuture, 


but this did not delay his convalescence unduly. He was 
up on March 9th and went home on the 13th. 
I am indebted to Mr. G. C. Swanson, in whose 


wards the patient 
publish this case. 


NEW INVENTIONS 


HYSTERECTOMY FORCEPS 
THESE forceps are made both straight and curved. 
They are 8}in. long and have longitudinal grooves 
instead of transverse serrations, distinctive shaped 
bows, and Kocher tooth at tip. The grooves add 
greatly to the ease of panhysterectomy operations, 
vaginal or abdominal, in that the slipping of tissues 


was treated, for permission to 
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out of the forceps whilst tying ligatures is obviated. 
Panhysterectomy is the hysterectomy of election owing 
to the danger of cancer of, and chronic. discharge from, 
the cervical stump. In no operation is annoying 
hemorrhage after a slipped ligature so common or 80 
difficult to recontrol, especially in large stout women. 
The instruments are not too long, and the Kocher 
tooth holds up the tissues as they bunch together along 
the grooves as the ligature tightens and the forceps 
opens. They are manufactured by Messrs. Allen and 
Hanburys Ltd., Wigmore-street, W. 
W. McK. H. McCutraan, F.R.C.S. Eng. 
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MEDICAL SOCIETIES 





' OPHTHALMOLOGICAL SOCIETY OF 
THE UNITED KINGDOM 


Mr. R. Foster Moore presided at the annual 
congress of this society held from April 2nd to 4th 
at the house of the Royal Society of Medicine. A 
large number of individual papers were read and 
discussed. At the opening session a discussion on 


Ophthalmia Neonatorum 


was opened by Mr. J. D. MaGor CARDELL, hon. 
secretary of the society. As early as 1545, he said, 
the English edition of the “‘ Rosengarten ” stipulated 
that after the child was born, the cord cut, and the 
baby swaddled, the eyes should be carefully and 
frequently washed out with warm water. This 
advice was elaborated and repeated by various other 
writers, and since 1879 advance had been made by 
the education of doctors, midwives, and mothers, 
by compulsory notification, and the provision of ante- 
natal clinics and institutional treatment. 

The commonest of several sources of infection 
was the discharge from the maternal passages and 
adnexa, evidence of which could be found on the 
infant’s face and especially on the eyelashes. The 
child could infect itself by unwashed hands which 
had not been secured to its body. If the mother had 
vulvitis, infection could be carried by her fingers 
to the child’s eyes. In the examination the non- 
infected eye should receive first attention ; when an 
eye-dropper was used the drop should not be “ touched 
off” on the lid. Some of the modes of infection were 
only likely in poor surroundings, but they accounted 
for a certain number of infected eyes. The character 
of the discharge varied greatly. Cases were frequent 
in which for a time there was nothing but a stickiness 
of the lids, and—without possibility of further 
infection—the typical purulent discharge followed 
after an interval. The discharge might be thick, 
watery, or sanious. Mild infection might be either 
gonococcal or non-gonococcal; if gonococcal the 
discharge lasted (on the average) nine days longer. 
In marasmic, premature, or sickly children discharge 
might be slight or almost absent; in many cases 
its amount could be reduced without much influence 
on the ultimate course of the disease. Discharge 
imprisoned behind swollen lids had an adverse effect 
on the cornea, which might also suffer from excessive 
force in opening the lids or the unskilled use of silver 
nitrate. (Edema of the corneal epithelium produced a 
haze which cleared up rapidly; if marked and localised 
it carried a risk of ulceration. Deeper keratitis was 
more likely to be followed by ulcer. In all these con- 
ditions the utmost delicacy of handling was essential. 

Early and efficient treatment could in most cases 
prevent ulceration, provided the child was not 
syphilitic. There were three types of ulcer. First 
the puncture or pin-hole ulcer, which might perforate 
in 48 hours. Frequently this was gonococcal, and 
little scarring resulted. A slight trauma was often 
the cause. The second kind was the large ulcer 
with a good deal of surrounding keratitis, and this 
mostly perforated. The third was a sloughing of the 
cornea, occurring in premature and weakly babies. 
In the presence of severe dacryocystitis the eye 
condition became more chronic, but the lacrymal 
gland itself was rarely involved. Rhinitis in slight 
degree was not uncommon. Gonococcal arthritis 
was fairly common in the mother but rare in the 
nfant. The duration depended on the intensity 


of the infection, the child’s resistance, and the 
efficiency of treatment. Prognosis was better if 
institutional treatment could be obtained, and if the 
child was breast-fed. In premature infants home 
treatment frequently ended in disaster. In 73 per 
cent. of the cases he had reen the discharge ceased 
in both eyes on the saine day, independently 
of the difference in the amount of discharge. At 
St. Margaret’s Hospital the patient was sent home 
after all discharge had ceased and at least seven 
days had elapsed without a recurrence. There 
were only 3 per cent. of return cases, and even this 
rate was higher than it would be but for the over- 
anxiety of doctors and mothers in the presence of 
slight stickiness of the lids. Corneal involvement 
was easily missed unless examination was made under 
good conditions. The presence of a corneal ulcer 
was always a grave menace to vision; the end- 
result depended on its site and type and on the 
treatment. Sloughing of the cornea was often followed 
by extrusion of the lens, panophthalmitis, glaucoma, 
and loss of sight. Diagnosis was simplified in the 
multipara by a history of previous babies with 
ophthalmia, The ordinary ophthalmia must be 
differentiated from that caused by silver nitrate ; 
here the microscope was useful. 

Methods of treatment were very numerous, and 
to judge by the reports, said Mr. Cardell, all were 
equally successful. There was, he thought, a tendency 
to overtreat. He stressed the value of fresh 
air in assisting a cure. Irrigation was necessary, 
but with the minimum of force, and the stream should 
be directed from the inner to the outer canthus, 
so as to avoid carrying pus from one eye to its fellow. 
Irrigation was best carried out by two nurses: 
one to apply the treatment and manipulate the 
upper lid, the other to steady the child’s body and 
head and take charge of the lower lid. A gentle 
drawing of the lids apart at the same time massaged 
the cornea and coaxed pus out of the fornices. At 
St. Margaret’s, eusol one in ten had been successfully 
used for many years. In the initial stages silver 
salts rapidly killed the bacteria in the most superficial 
parts of the conjunctiva, but after they had pene- 
trated well below the surface they were protected. 
Ice and cold lotions should not be persisted in if 
the lid swelling did not subside in a few hours. He 
had found no success from vaccine therapy. Atropine, 
preferably dissolved in castor oil, was the accepted 
treatment of keratitis and corneal ulcers. Treatment of 
corneal nebulz was important but sometimes neglected. 

For a _ preventable disease the incidence was 
not falling at the rate it was reasonable to expect. 
In the period 1927-29 it fell only from 8°66 per 
1000 births to 811 from 1930-32. Primarily, 
said Mr. Cardell, education was at fault. Of the 
cases admitted to St. Margaret's 60 per cent. had 
corneal involvement, 6 per cent. corneal abrasions 
or ulcers, A factor in the reduction of incidence 
might be its inclusion in the medical curriculum ; 
but on the whole, midwives received more practical 
instruction about ophthalmia than did the medical 
man to whom cases were reported. Every case of 
ophthalmia neonatorum in practice should be regarded 
as an emergency. 


STANDPOINT OF PREVENTIVE MEDICINE 

Dr. H. P. NEwsSHOLME, medical officer of health 
for Birmingham, said the public health officer is 
dealing with gonococcal ophthalmia diluted by 
other, usually less grave, kinds of ophthalmia. He 
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learns of cases of ophthalmia mainly from two 
sources, the medical practitioner and the midwife. 
The practitioner is required to notify “ purulent 
discharge from the eyes of an infant commencing 
within twenty-one days from the date of its birth.” 
The midwife must report any “inflammation of, 
or discharge from, the eyes, however slight.’’ In 
both cases the issue is the practical one of drawing 
attention to any potential danger; neither doctor 
nor midwife is asked to select the gonorrhcal 
cases for report. The number of notifications vary 
enormously from area to area. High figures may 
connote heavy incidence or an energetic health ser- 
vice. The prophylactic rinsing fluid, especially the 
stronger solution of silver nitrate, may itself be the 
cause of a catarrhal ophthalmia of chemical origin. 
The incidence will appear higher in areas where 
vases of ophthalmia are brought readily to an eye 
hospital. Birmingham had almost the highest rate 
in the country, with a definite increase during recent 
years, but impaired vision or blindness had diminished. 
Starting from May, 1911, when ophthalmia became 
compulsorily notifiable, and taking 5-year periods 
up to and including 1935, the number of cases of 
partial or complete impairment of vision from this 
cause in infants was in successive 5-year periods 
37, 47, 21, 35, and 8, the numbers for the last five 
years separately being 3, 4, 1, 0, and 0. Pressure 
had been put on practitioners and midwives to send 
all cases to the Birmingham and Midland Eye Hos- 
pital, which was subsidised by the local authority. 
The routine use by the midwives of one per cent. silver 
nitrate led to a considerable proportion of the cases 
attending the hospital on account of irritant and 
not infective ophthalmias. Formerly half per cent. 
solution was in use ; this was increased to one per cent. 
in a largely successful attempt to reduce the number 
of damaged eyes, but with a concomitant rise in 
total notifications. The substitution of acriflavine 
for silver nitrate was now to be tried. But the 
increase in notifications in Birmingham masked an 
improvement quite as significant as that indicated 
by the dwindling prevalence of blindness. From 
1928 each case of purulent ophthalmia attending 
the hospital had been examined (film and culture) 
by Dr. E. W. Assinder with the following results : 
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P.G.T. =Percentage gonococcal assuming the annual total of 
cases to have been identical with that for 1928 (481) in each 
subsequent year. 


The falling gonococeal infection rate was far from 
being accounted for by mere dilution with non- 
gonorrhoeal cases. This decrease might conceivably 
be the result of three factors: (1) decrease in female 
gonorrhea, (2) more effective treatment, and (3) 
improved midwifery service. From an analysis of 
data drawn from the Birmingham venereal diseases 
clinics he did not feel justified in drawing any con- 
clusion as to a change in prevalence of gonorrhea ; 
at any rate the number of attendances of infected 
women for specific treatment had increased greatly. 
Better care before, during, and after labour was 
undoubtedly a dominant factor in the reduction of 
gonorrheal ophthalmia. In Birmingham 10-5 per 
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cent. of the total persons certified under the Blind 
Persons Act were blind through ophthalmia neona- 
torum ; but since certification under the Act began 
at the age of 16 years, it did not reflect the improve- 
ment of recent years. 

Dr. Newsholme then reviewed the measures taken 
in Birmingham for the prevention of ophthalmia 
neonatorum, including the 40 weekly municipal 
antenatal clinics at which 50-60 per cent. of all 
women delivered during the year attended on an 
average 3 to 4 times, the provision of three maternity 
beds in the venereal diseases clinic, the routine use 
by midwives of silver nitrate drops, and the facilities 
provided at the eye hospital. Notification was all- 
important, and omission or delay to notify had been 
the main factor in the few recent cases of blindness. 
The specialist service arranged by the eye hospital, 
in conjunction with the health committee of the 
city council, provided (1) out-patient examination 
and treatment at any hour of day or night, (2) beds 
to which the more acute could at once be 
admitted at public charge, and (3) provision of two 
extern nurses to visit the homes between the hospital 
attendances. 

Granted the provision of facilities on these lines, 
said Dr. Newsholme, it appeared to him an act of 
almost criminal folly for a general practitioner to 
retain a case of even moderately acute ophthalmia 
under his own care, unless he had unusual experience 
in their treatment and exceptional nursing service 
available. 


Cases 


BACTERIOLOGY 


Dr. S. H. Brownine said he doubted whether 
bacteriological cleanliness was a practical proposition. 
The treatment of ophthalmia depended to 
extent on the particular organisms found in the 
discharge, as also must the prognosis. The most 
skilled must often have difficulty in distinguishing 
clinically ordinary gonococcal from pneumococcal 
and staphylococcal infections of the eye. Treat- 
ment by vaccines and serums had not been successful. 
He agreed that many cases of ophthalmia neonatorum 
were overtreated. Some cases showed the presence 
of several virile bacteria. He had not found the 
complement-fixation test of any great value in gonor- 
rhea. Syphilitic babies with ophthalmia neonatorum 
almost always did badly. Of a number of infants 
infected with syphilis, only 48 per cent. recovered 
without loss of sight, whereas of non-syphilitic cases 
81 per cent. recovered without loss. Recently the 
pneumococcus had been found more frequently 
than formerly in all eye diseases, When several 
organisms were present it was often found that the 
mother had been wiping away the baby’s eye dis- 
charge with an apron she was wearing and which 
did duty for a variety of purposes. 


some 


DISCUSSION 

Prof. M. MARQUEz (in a paper read in his absence) 
said that the basic treatment should be silver nitrate. 
In many cases excessive treatment brought about 
greater evils than those it was sought to cure. He 
strongly condemned the use of the silver-nitrate 
stick ; a solution would bring about the best results 
without danger. Care must be taken that chemical 
irritation did not enhance the inflammation due to 
the bacteria. The wonderful defensive power possessed 
by the tears and the eyes generally must always be 
remembered in treatment. Potassium permanganate 
1 in 4000 thrice daily was valuable. He was no 
convinced of the value of protargol. He did not find 
protein therapy necessary. 
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Sir Jown Parsons suggested caution in the 
interpretation of statistics about ophthalmia ; 
some returns recently submitted to Prof. Major 
Greenwood had been found to be unsound. Credé’s 
method was used in some public health departments ; 
he thought it should be employed more generally. 

Dr. A. J. BALLANTYNE said that in Glasgow there 
was no diminution in the number of cases of the 
disease reported over some years, but he did not 
doubt that the severity was much less than 20 years 
ago. Some of the cases he saw were due to silver 
nitrate irritation. In recent years he had seen little 
corneal involvement. 

Dr. SPENCE MEIGHAN emphasised the need for 
repeated bacteriological examination in suspicious 
cases when gonococci were not at first found. 

Mr. F. JuLeR commented on the fact that in 
ordinary hospital work in London the incidence of 
ophthalmia neonatorum was very low. When he 
was a student cases were always to be seen; now 
it was difficult to find one to show to students. There 
seemed a tendency now to use silver nitrate of less 
strength than formerly. In one large maternity 
hospital, among 44,357 live babies delivered, 180 
(or 0°4 per cent.) had ophthalmia, while among 
44,717 cases on the district it was 0°157 per cent., 
and this despite the fact that the institution was 
largely resorted to by the poor, and there were many 
unmarried mothers. 

Mr. Ransom Pickarp (Exeter) said that in Exeter 
and neighbourhood there had been a decided decrease 
in ophthalmia, but he saw a fair amount of chemical 
irritation of the eye following treatment. In no 
case however could he attribute a serious effect 
to the use of a chemical agent. 

Mr. CHARLES GOULDEN ascribed the low incidence- 
rate in London hospitals generally to the work at 
St. Margaret’s Hospital. Cases due to streptococci, 
he said, were the most shocking ; the cornea seemed 
just to fade away. If the streptococcal form was 
at all frequent it would be some excuse for a low 
recovery-rate, as it seemed to defy all treatment. 
Ordinarily he trusted silver nitrate; all excess 
however should be neutralised, as the baby had no 
tears. In the adult ophthalmia should be treated 
without the cornea being touched with silver solution. 

Mr. SOMERVILLE LARGE said that at the Rotunda 
Hospital, Dublin, 1 per cent. silver nitrate was the 
routine application, and if there was a second dis- 
charge a further drop was used an hour later. The 
number of chemical inflammations was small. 


A Talking Book for the Blind 


One evening session was chiefly taken up with a 
demonstration on a talking book for the blind. 
Sir ARNOLD Lawson, who disclaimed any part in its 
production, said the idea which had been simmering 
in the minds of those who had the welfare of the blind 
at heart had come to fruition through the constructive 
ability of Sir Ian Fraser. For a large proportion of 
blind people Braille was a failure, only a limited 
number attained sufficient proficiency to be able to 
read by its means, and few of those over 40 had not 
had their touch coarsened by manual labour. This 
apparatus not only dispensed with Braille, but 
made the blind man independent of reading aloud 
by a friend. The difficulty to be solved had been 
the number of records needed on the basis of the 
ordinary 12in. record working at 78 revolutions 
per minute, and playing four minutes—added to 
the need for frequent changing of records and the 
heavy postage. The new record revolved at 24 per 





minute; its grooves were spaced at 200 instead 
of the usual 100 to the inch ; it would last 25 minutes 
for each side, or nearly an hour per record. People 
with good broadcasting voices gave their services 
gratuitously, and some 30 books had now been put 
into circulation, Any blind person could join the 
library without charge ; each volume was sent post- 
free, the receiver paying the return postage. Already 
300 blind people were using the library. 

Sir IAN FRASER remarked that the blind world 
was a small one, and until a device came into common 
use it was sure to be expensive to produce. That 
was the reason for working on the gramophone record, 
which was practically universal. 
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AT a meeting of this institution on March 19th, 
with Mr. G. C. E. Smtpson, the president, in the 
chair, a paper on 

Gas-air Analgesia 


was read by Dr. R. J. Miynirt. Since February, 
1934, he said, when he read his first paper on the 
subject, many thousands of patients had the benefit 
of gas-air analgesia, and nearly 400 apparatuses were 
employed in various parts of the world. In analysing 
1025 cases in which it was used in childbirth in the 
Liverpool hospitals during 1933-35, he compared the 
findings with those of the British College of Obstet- 
ricians and Gynecologists, and found but little 
difference. Criticisms in the College’s report, regarding 
the weight and bulk of the apparatus, were answered 
with a description of a midwives’ model in attaché 
case, weighing 15 1b. without cylinder. The cost of 
the nitrous oxide used was not high if leakages were 
prevented, and in cases conducted by himself the 
amount of gas used was about 25 gallons per hour. 
As labour was accelerated by the use of gas and air, 
an obstetric cause should be sought in cases where 
it appeared to be retarded. Dr. Minnitt said that 
the apparatus had been used with great success in 
the wards of the David Lewis Northern Hospital, 
Liverpool, for the purposes of analgesia for painful 
dressings, and suggested that it should be provided 
in the out-patient department of every hospital. It 
had also been adapted for use in the preparation of 
painful dental cavities. 

Miss RutH NIcHOoLson pointed out that in the 
recent investigation, by the British College of 
Obstetricians and Gynecologists, of the various 
methods of inducing analgesia, Dr. Minnitt’s was the 
only one found to be safe and efficient for the use of 
midwives. 

Dr. JoHN GRAHAM said that he had used a Minnitt 
gas-and-air apparatus for about a year. Most 
patients were enthusiastic, pain was greatly relieved, 
and noise was very much less, relations consequently 
being much less troublesome. The machine was quite 
easily portable, supplies of gas were easily obtained, 
and the speaker’s average cost was about 6s. per 
case, using about 15-25 gallons of gas per hour. 
A midwife with no previous experience had used the 
machine satisfactorily on several occasions after a 
few minutes’ explanation. Dr. Graham thought that 
the cost would be very greatly increased by leakages 
of gas, but this was obviated by judicious use of the 
spanner provided. He hoped that the day might 
never come when he would have to conduct midwifery 
cases without gas-and-air analgesia. 

Dr. A. WrinrreLp said that, having used Dr. 
Minnitt’s apparatus on some 50 or so cases, and 
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having found it efficient for producing analgesia in a 
good proportion, he always carried it. Low forceps 
delivery of multipare had been performed without 
pain, and primipare had been delivered without 
operative interference with great diminution, if not 
always absence, of pain. This had been effected by 
blocking some of the air inlets to increase the con- 
centration of nitrous oxide during the last few pains, 





Industrial Medicine 
By W. Irvinc Ciark, A.B., M.D., Assistant 
Professor of the Practice of Industrial Medicine, 
Harvard School of Public Health, Boston; and 
Puitie Drinker, 8.B., Ch.E., Associated Professor 
of Industrial Hygiene at the School. New York : 
National Medical Book Company, Inc. ; London : 
H. K. Lewis and Co., Ltd. 1935. Pp. 262. 
138. 6d. 

INDUSTRIAL medicine is defined as ‘‘ the practice 
of medical supervision, preventive medicine, and 
public health within the confines of an industry” in 
this book, which aims at assisting the United States 
doctor to understand the conditions under which 
his patients work, and at informing him of “ standard 
practice in the industrial medical field.”” The prob- 
lems confronting such a doctor may be divided into 
two groups: maintenance of the health of workers, 
and diagnosis and treatment of minor sickness and 
of injury. The authors point out that prevention of 
industrial disease is largely an engineering probleni, 
its basis being the separation of the toxic or irritating 
substance from contact with the worker. In no other 
field of medicine is there such a close relation to the 
engineering profession, and where there has not been 
close coéperation between physician and engineer the 
main problem stated above has remained unsolved. 

The first three chapters are devoted to the organisa- 
tion of departments in industrial medicine and sur- 
gery, together with the general scope of industrial 
medical service and the keeping of sickness records. 
Four chapters are devoted to pneumonoconiosis, 
much more attention being paid to particle size than 
to descriptions of the working conditions which 
constitute the hazards. This is in accord with the 
modern conception of the causation of the disease 
by the very fine particles, whereas many of the 
preventive measures formerly relied on are now 
known to affect only the larger particles. The dis- 
cussion on the effects of dust challenges the evidence, 
now generally accepted as conclusive, that the solu- 
bility of quartz in the biochemical sense is the basis 
of the specific cellular necrosis which it causes. 
Experimental evidence as to the relative harmless- 
ness of artificial abrasives such as silicon carbide and 
aluminium oxide is detailed. 

In the chapter on lead poisoning insufficient 
emphasis is placed on the nature of the conditions 
which give rise to the disease. It cannot too often 
be brought home to the students of this subject that 
breaking a white lead stack containing 150 tons of 
white lead must be more harmful than handling 
lead cable or metallic lead, or even the repeated use 
of the plumber’s blowpipe for wiping joints. The 
section on metal fume fever is an excellent summary 
of the work on this subject by one of the authors. 
The section on asphyxia and artificial respiration 
gives in detail the use of oxygen-carbon dioxide, and 
describes how teams of men are trained to apply 
the Schifer method of artificial respiration. The 
last chapter deals with the prevention of industrial 
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but Dr. Winfield felt that, in his attempt to make 
an apparatus safe for use by people of no experience 
in the administration of anesthetics, Dr. Minnitt 
had sacrificed a good deal of flexibility. An attempt 
to use the apparatus for small repairs of the perineum 
had not met with much success. 

Mr. J. T. Morrison read a 
empyema. 


paper on chronic 
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disease, and gives in detail the means gf protection 
against the effects of accidents. There are many 
illustrations, most of them of theoretical rather than 
practical interest. Amongst the striking points 
illustrated is a curve showing the beneficial effects 
of oxygen-carbon dioxide on patients seriously gassed 
with carbon monoxide. The book is well printed 
and the bibliography covers 20 pages. The precise 
style of writing is marred only in one place—namely, 
where directions are given for cutting two pieces of 
material the one the size of a dime and the other 
the size of a fifty cent piece. It is time that authors 
writing on scientific subjects should give such measure- 
ments in centimetres. 

Readers will find in this book much precise infor- 
mation, especially on scientific investigations into 
industrial problems. 
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R. Ogrer Warp, M.Ch., F.R.C.S., Assistant 

Surgeon, St. Peter’s Hospital, and Genito-urinary 

Surgeon, Mount Vernon Hospital; and ARTHUR 

TuporR Epwarps, M.D., M.Chir.Camb., F.R.C.S8. 

Eng., Surgeon, Westminster Hospital, Brompton 

Hospital for Diseases of the Chest, Queen Mary’s 

Hospital, Roehampton, and Mount Vernon Hospital. 

London: Humphrey Milford, Oxford University 

Press. 1936. Pp. 168. 8s. 6d. 

Ir there is a phenomenon in the life-history of 
cancer as striking as its relentless course it is the 
clinical silence of its initiation. It might even 
be said with some truth that the early diagnosis of 
malignant disease does not exist except as an 
accidental occurrence. In the majority of cases 
even external cancers, cancers of the breast, for 
example, pass unnoticed by patients until they 
are well established. It follows that as a rule the 
general practitioner is given little opportunity for 
early diagnosis. It would seem then, if their 
title is taken literally, that the authors of this book 
have set themselves an impossible task; but it 
does not follow that their book will not be useful. 
The reader will find in it an account, a very good 
account, of the clinical features of what may, in 
this enlightened age, be called established cancer 
of the breast, the female genital organs, the mouth, 
the larynx, the thorax, the abdomen, the urinary 
organs, the skin, and the bones. The teaching 
is that which is now orthodox in the best medical 
schools. It is good to have the facts collected in a 
small volume, convenient for reference by the 
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practitioner who may have graduated long ago or 
may not have devoted sufficient attention to this 
most important branch of his education. It is a 
salutary reminder to him to keep on the alert ; and 
since it is compiled by members of the staff of a 
hospital now entirely devoted to cancer, it evidently 
provides teaching which they have reason to think 
is not generally followed by those who have had 
the care of their patients previous to admission. 
Much as we may regret it, it is still apparently 
necessary to reiterate the essential points in the 
diagnosis of cancer, and no one could do so with 
more authority than the staff of the Mount Vernon 
Hospital. 


A Textbook of Midwifery 

Eighth edition. By R. W. Jounstone, C.B.E., 

M.D., F.R.C.S.E., M.R.C.P.E., F.C.0.G., F.R.S.E., 

Professor of Midwifery and Diseases of Women, 

University of Edinburgh ; Physician, Royal Mater- 

nity Hospital; Gynecologist, Royal Infirmary, 

Edinburgh. London: A. and C, Black Ltd. 

1936. Pp. 471. 18s. 

THE arrangement of the subject matter in this 
useful and popular book is successful in focusing the 
student’s attention on broad principles before he 
is encouraged to master the details of obstetric 
practice. The physiology of pregnancy, labour, 
and the puerperium is described in the opening 
chapters, and the modern view of the nature 
and control of menstruation is also prominent. The 
pages—still too few—allocated to antenatal care 
and hygiene have been revised and slightly increased 
in number. Prof. Johnstone’s teaching is so practical 
that the further extension of this aspect of the sub- 
ject would be welcome.’ The chapters on the manage- 
ment of occipito-posterior positions and on the 
treatment of placenta previa have been expanded. 
The many methods of dealing with a case of placenta 
previa are described, and are critically compared 
in relation to their value, dangers, and difficulties. 
The excellent illustrations appear to be unchanged. 








Traité d’urologie 

Third edition. By Grorces Marion, Professeur 

de Clinique Urologique 4 la Faculté de Médecine 

de Paris ; chirurgien de L’H6pital Necker. Paris: 

Masson et Cie. 1935. Vols. I. and II. Pp. 1232. 

Fr.220. 

Since 1928, when the second edition of this book 
was published, considerable advances have been 
made in urology. Not only have pathological condi- 
tions about which little was known been more fully 
investigated, but new methods of examination have 
been perfected. As an example of the former may 
be cited the work done on diseases of the bladder 
neck that formed one of the subjects at the Inter- 
national Congress of Urology held in London in 1933, 
and of the latter, the introduction of intravenous 
pyelography. Certain chapters dealing with these 
subjects are duly included in Dr. Marion’s new edition. 
Another important change is found in that part 
of the work that deals with urethroscopy and cysto- 
scopy. Instead of describing the appearances of the 
bladder and urethra under the various diseases that 
may affect these structures, they have been brought 
together in special chapters devoted to cystoscopy 
and urethroscopy. Another innovation is the 
inclusion of an entire chapter dealing with the 
technique of operations on the male genital organs. 
Whilst these are the main differences between the 
second and third editions, innumerable minor changes 


will be found ; a notable one is that the description 
of Marion’s well-known operation on the female 
urethra for the treatment of such conditions as 
incontinence has been partially rewritten and is 
now so well illustrated that the reader is in a position 
to carry it out without any risk of departing from the 
exact technique recommended by the author. 

It is perhaps a little disappointing that Dr. Marion 
has not dealt more fully with endoscopic resection 
of. the prostate, a method of treatment which in 
selected cases has given excellent results. Most 
urologists would agree that the McCarthy operation 
and Harris’s technique of prostatectomy with closure 
of the bladder are the two most important advances 
in prostatic surgery that the last ten years have 
witnessed. It is of course well known that in the 
treatment not only of minor forms of prostatic enlarge- 
ment but also of sclerosis of the bladder neck, Marion 
favours an open operation rather than an endo- 
scopic resection, and that a technique for resection 
of the neck by the suprapubic route has been described 
by him. Perurethral methods have, however, 
advanced so rapidly during the last few years that 
they now constitute an important method of treat- 
ment. It is only natural that in a work based on the 
experience of one man rather than on urological 
literature in general small space should be devoted 
to techniques which he does not himself favour, but 
it would have been wise to provide bibliographies 
at the end of each chapter containing references 
to alternative methods. 

These new volumes are worthy of an author who 
must be regarded as among the most eminent and 
most experienced of European urologists. 





His Patients Died 

By CLaupE LILLineston. Edinburgh and London : 

William Blackwood and Sons, Ltd. 1936. Pp. 317. 

7s. 6d. 

THis novel, written by a doctor, is a tract upon 
euthanasia. The arguments are introduced in the form 
of cases so that the right of the medical profession to put 
a term in hopeless cases to an existence of perpetual 
and irremediable suffering may be estimated. The 
author is not a direct advocate of the practice ; 
but his hero, who is not only an advocate but 
an actual performer, is drawn as a highly sym- 
pathetic character, and in this way the attitude 
that may in suitable cases be adopted is indirectly 
brought to the reader’s attention. 

Dr. Lillingston is happy in his hero when analysing 
the humane man’s impulses; he is less happy in 
his descriptions of the environment or in the collection 
of material. Dr. Skooner’s professional career is 
exciting, and the difficulties he meets with and 
the contacts he makes are certainly unusual. The 
method adopted by Samuel Warren—not by the 
way a doctor—of an imaginary case-book allowed the 
author to set down a string of terrible episodes where 
the want of relation between them actually added 
to their probability ; Dr. Lillingston’s endeavour to 
make a novel out of Dr. Skooner’s experiences brings 
out the unlikelihood that any one man could have 
passed through such trials. Dr. Skooner is also 
endowed with a power of character reading for which 
it might be difficult to find scientific support, and 
scepticism as to his personality necessarily lends an 
air of unreality to his actions. 

The book may be read and enjoyed as a thriller ; 
but it is also an attempt to set out the contradictory 
aspects of a difficult question, and it deserves respectful 
attention for this reason. 
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ASHES AND WATER 


THE clerk who, a century or so ago, gave up his 
job at the Patent Office because he felt there was 
nothing left to be invented, may or may not have 
been legendary, but his spiritual descendants are 
many and lack of imagination does not deter them 
from competing for the mantle of the prophet. 
It has been fashionable in the last year or two to 
aver that the days of mineral chemistry in medi- 
cine are numbered. No doubt the mere metals 
seem poor mutes in comparison with the infinitely 
versatile quartet carbon, hydrogen, oxygen, and 
nitrogen. But if man dances to the tune of a 
band of assorted sterols conducted by a dictatorial 
pituitary, he is none the less largely a matter of 
ashes and water. 

Dr. McCarcr’s Goulstonian lectures, which are 
concluded in this issue, show that apart from a 
few well-explored shafts, the army of research 
workers in the mineral field have done little more 
than scratch the surface. Although there is no 
reference to water in the title, it is natural that 
his observations concern water as much as mineral 
metabolism. The two are*inseparable in biology, 


and there will be no end to problems involving 


them, as long as life itself eludes definition. Dr. 
McCance has broached so many interesting 
questions that there would be little point in 
attempting to sum up his lectures. It will be 
enough to comment on two points. In the first 
place his survey of the subject from the viewpoint 
of evolution is refreshing. Knowledge is accumu- 
lating so quickly at present that a research worker 
can be, and too often is, fully engaged in unearth- 
ing facts, without ever attempting to understand 
their significance. But “ Why?” is more impor- 
tant than “ What?” and if he is to avoid pre- 
mature burial under a heap of sterile facts, he 
must pause from time to time and look where his 
burrowings are leading him. The need for frequent 
stocktaking has never been more imperative in 
the interests, not only of the research worker 
himself, but also of the general reader and the 
student. Tell a student that his kidneys con- 
centrate urea something like a hundredfold during 
excretion, and he will accept the statement as 
one more relentless fact to be retained until he 
has passed his examiners and thereafter to be 
forgotten as soon as may be. Lead him up to the 
same fact with a picture of man’s ancestors for- 
saking an environment of infinite wetness for a 
dry land in which water is a precious commodity, 
and he will have something to remember without 
effort and later, perhaps, to apply. 

The second subject which invites particular 
comment is Dr. McCancz’s own work on experi- 
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mental salt-deficiency in man. Dehydration is 
encountered in many different clinical states, of 
which loss of intestinal contents by diarrhcea and 
vomiting and diabetic coma are familar examples. 
However it is brought about, dehydration must 
be looked on as loss of body fluid as distinct from 
body water, for in order to survive the body cells 
require an environment not merely of fluid, but a 
fluid with a particular electrolyte pattern and an 
osmotic pressure somewhere near that of normal 
saline. As dehydration advances the body is 
accordingly forced to face an unpleasant dilemma 
—namely, the choice between desiccation and a 
radical change in osmotic pressure. Although the 
course of events in a particular case is determined 
by the nature of the loss, it may be said that as 
a general rule the body can safely yield a con- 
siderable fraction of its fluid reserves, and that 
alterations in electrolyte content appear only 
when the dehydration has attained serious pro- 
portions. When this stage is reached consider- 
able care is necessary in restoring the lost fluid, 
and it is now generally recognised that to a very 
dehydrated person plain water may be extremely 
poisonous. In recent years, however, an important 
exception to this generalisation has been discovered 
in Addison’s disease, in which lack of the cortical 
hormone leads to serious loss of sodium from the 
body, without proportionate loss of water, the salt 
content of the extracellular fluids becoming in 
consequence considerably diminished. The striking 
effect of salt solutions in relieving the symptoms 
of this disease suggest that sodium deficiency is 
largely responsible for these symptoms; but 
is this the whole story? Dr. McCance has 
attempted to answer this question by observing 
the effects of sodium depletion in the healthy 
human subject. Simplé restriction of salt intake 
is not enough to cause significant loss of body 
sodium, for the kidneys respond by diminished 
excretion. The sweat glands, on the other hand, 
are less closely guarded, and Dr. McCance has 
been able, by combining a low salt intake with 
perspiration in a radiant heat bath, to reduce 
the salt reserves of the body by something like 
30 per cent. Even so the rule mentioned above 
has held good, and a heroic amount of sweating 
has been necessary to get ahead of mere dehydra- 
tion. However, the labour has not been in vain, 
and the symptoms and humoral changes observed 
by Dr. McCance and his volunteers are of much 
interest. The chief symptoms which they noticed 
were anorexia, nausea, lassitude, and muscular 
cramps. Their blood showed a deficit of sodium 
and chlorine, an excess of urea, and evidence of 
concentration in the shape of high values for 
protein, hemoglobin, and cell volume. Apart 
from the cramps, which are reminiscent of the 
water intoxication which affects miners who 
drink too much water after sweating profusely, 
all these changes are characteristic of Addison’s 
disease, and the parallel supports the belief that 
salt deficiency looms largely in the pathogenesis 
of that disorder. Two conspicuous features of 
Addison’s disease are certainly missing—namely, 
pigmentation and low blood pressure—but perhaps 
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these are due to lack of the medullary hormone, 
adrenaline. The rise in blood-urea is especially 
interesting, for it occurs in many other forms of 
clinical salt deficiency, notably intestinal obstruc- 
tion and diabetic coma; and, since nitrogen 
retention is linked up in the clinician’s mind with 
renal damage, it has often led to serious errors 
in diagnosis. It is therefore important to know 
that simple sodium deficiency will increase the 
blood-urea in a subject with healthy kidneys. 
If Addison’s disease is mercifully rare, intestinal 
obstruction and diabetic coma are common 
enough, and Dr. McCance’s lectures should stimu- 
late others to pay more attention to fluid meta- 
bolism in everyday illnesses. 


AIR-CONDITIONING 


HaAvInG conquered the air as a medium for 
locomotion, man has more recently turned his 
ingenuity towards the preparation of artificial 
atmospheres. The therapeutic properties of changes 
of air have been recognised since the dawn of 
medicine but until recent times such changes 
implied movement from one place to another. 
Air-conditioning now makes it possible for various 
types of climate to be provided successively in 
the same room, the only effort needed being that 
required for regulating the machine whose function 
it is to alter the temperature and humidity of the 
atmosphere. Up to the present the industrial 
uses of air-conditioning seem to have outdistanced 
the medicinal; the “ Refrigerating Data Book,” 
published by the American Society of Refrigerating 
Engineers, supplies information about the best 
atmospheres for carrying on a number of trades 
which include such diverse products as hygro- 
scopic colloidals, chewing gum, macaroni, mush- 
rooms, and cigars. Among buildings with special 
requirements are mentioned picture theatres, 
churches, hotels in hot climates, and laundries. 
The needs of operating theatres, baby incubators, 
pneumonia and bronchitis inclosures have also 
been studied. A complete air-conditioning plant 
consists of (1) heat regulating mechanism (radiators 
and refrigerators), (2) humidity regulating mecha- 
nism (air washers, sprays, silica gel, calcium 
chloride, &c.), (3) cleaning mechanism (filters and 
dust collectors), (4) distributing system (fans, 
ventilators, &c.), (5) regulating system (thermostats, 
hygrostats, &c.). 

In private dwellings heat regulation is a fairly 
simple matter, whatever the source of heat em- 
ployed, and it is with humidity that the serious 
problems of air-conditioning are concerned. Ameri- 
cans are uncomfortable if the room temperature 
falls below 70°F. In the Eastern States the out- 
side air in winter is frequently many degrees 
below zero and is consequently incapable of holding 
more than a very small amount of water vapour ; 
if such air is heated to room temperature its 
relative humidity will be far too low for comfort 
and dryness of the throat will soon be experienced. 
It seems pretty certain in fact, as Moyrr and 
Firtz have pointed out,’ that were the humidity 





+ Air Conditioning, New York and London. 1933. 
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increased a room temperature of 68° or less would 
be tolerated and found more healthy by those who 
now require 70°. The trade in antiques bears testi- 
mony to the high temperature and excessive 
dryness of American houses, in which the veneer 
of old furniture, which had remained in place for 
centuries in the cooler damper air of English 
houses, soon begins to peel off. The bowl of water 
on the radiator or in front of the gas fire is a rough- 
and-ready method of dealing with insufficient 
humidity. At the other end of the scale, probably 
the most unhealthy atmospheric conditions are 
those experienced in hot thundery weather when 
high temperature is combined with high humidity. 
With an outdoor temperature of 90°-100° F. 
it is not advisable to reduce the indoor tempera- 
ture more than 15°-20° by means of refrigeration, 
but a more comfortable atmosphere can be pro- 
vided by drying the indoor air—dehumidification, 
as American engineers call it—when heat loss is 
facilitated by evaporation. The filtration of air 
through viscous or dry cellular filters has the 
advantage of removing the antigens of asthma 
and hay-fever and of greatiy reducing the number 
of micro-organisms it contains. One problem 
however awaits solution. Although electric fans 
are used to distribute conditioned air no one has 
yet succeeded in giving that freshness to indoor 
air that open windows provide. There is a sensa- 
tion of staleness as though the air has been bottled 
and relief is experienced on emerging into the 
open air. Some engineers therefore recommend a 
combination of conditioning with direct window 
ventilation. When untreated air is admitted in 
this way a rough estimate of its volume, tempera- 
ture, and humidity must be made and allowed for 
in calculating the composition of the conditioned 
air to be mixed with it. 

Some further data are available. ELLSworTH 
Huntineton, in his book “Civilization and 
Climate,” * states that the room temperature con- 
ducive to the best mental activity is about 63° F., 
with the humidity held as high as possible. But 
unless double windows are put in to prevent con- 
densation of moisture, it would be impossible in Dr. 
HUNTINGTON’S opinion to raise the humidity in the 
living-rooms of an ordinary house sufficiently to 
make so low a temperature tolerable. Writing of 
air-conditioning in the treatment of pulmonary 
tuberculosis, Prof. J. A. Myers, of Minnesota, 
remarks * that it is no longer necessary to con- 
struct sleeping porches, erect tents on lawns, or 
to have the head protruding from the window 
during the sleeping hours. The air of the patient’s 
room is conditioned at 68°-70° F. during the day 
and at 55°-60° for sleeping hours with a relative 
humidity of 40-50 per cent. These are indications 
of the direction air-conditioning is taking in 
America. The next few years will no doubt see 
a great extension of the principle in this country. 
If properly used it should be a factor in improving 
the public health, as the provision of pure air in 
adequate quantities and at the right temperature 
and humidity has obvious merit in heat waves, 


* Oxford University Press. 1924. 
* Diseases of the Chest. New York. 1935. 
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foggy weather, and whenever large numbers of 
human beings congregate in a small space. At 
the same time a lead is required from the medical 
profession to determine what are the best atmo- 
spheric conditions for health. That free access 
of outdoor air, low temperature and low ‘relative 
humidity, by raising the general health, help the 
consumptive patient to fight his disease can 
hardly be in dispute, and convincing clinical 
evidence will be required before the American 
standard of an indoor temperature of 70° F. with 
a humidity of 50 per cent. can be accepted as the 
optimum. 


SPIROCHATAL JAUNDICE IN ENGLAND 


Ir is a striking fact that for twelve years after 
1922—when C. M. Wenyon and H. C. Brown 
isolated the organism for the first time in this 
country from the case described by Manson- 
BaurR—only two papers were published relating 
to spirochetal jaundice in England. The first 
was an account of 4 cases in Norfolk by Burton- 
FANNING and CLEVELAND in 1926; the second was 
LAWRENCE and OKELL’s record of a case in which 
the patient was thought to be infected through post- 
mortem examination of dogs (1929). The year 
1934, when Hamittron FarRLey drew attention 
to the prevalence of spirochetal infection in 
London sewer-workers, was a turning-point in 
the history of the disease in this country. A paper 
by Brown (1935) on its serological diagnosis led 
to his receiving specimens of sera from all over 
England, and we understand that in the past 
seven months no less than 37 of these have proved 
positive. These do not include the 3 cases in 
sewer-workers noted by ALSTON in 1935, nor the 
9 sewer-men showing agglutinins in the blood 
described by Atston and Brown (1935); but 
they do include the 12 cases of Weil’s disease 
among coal-miners in Northumberland and Durham 
reported in our columns last September by Swan 
and McKeon. Taking these figures as a whole 
we see that although only 5 cases were reported 
between 1922 and 1934, more than 40 have been 
brought to light in the last seven months. It is 
noteworthy that in all of them jaundice was a 
prominent sign. We have no data in this country 
from which we can compute the proportion of 
jaundiced to the total number of cases of Weil's 
disease, but if we consider the fact that in an 
epidemic in Holland ScHUrrner found that some 
60 per cent. of all cases showed no jaundice, it 
becomes evident that the prevalence of the disease in 
England is probably much greater than has been sup- 
posed. This is supported by the fact that ALston 
and Brown (1935) were able to demonstrate agglu- 
tinins in the blood of 9 out of 45 London sewer- 
workers who said they had never had jaundice. 

There is no longer any question that Weil’s 
disease ranks among the occupational diseases, 
but it is only in the last year that compensation 
has been officially recognised. In May, 1935, 


Judge Dumas at the Westminster county court 
awarded £600 compensation to the widow and 
three children of a sewer-worker who had died 
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from infection contracted during the course of 
his employment, and last month Judge THEsIGER 
at Newcastle county court awarded compensation 
to a miner who, among many others, contracted 
it from working in a rat-infected mine. The occu- 
pational incidence is of great assistance in the 
diagnosis ; when a sewer-worker or miner com- 
plains of influenza-like symptoms associated with 
intense muscular pains Weil’s disease should be 
suspected, and with the help of a well-equipped 
laboratory there is every chance of an early diag- 
nosis which will allow of serum therapy being 
employed without delay. There is still some con- 
fusion, however, in the minds of many medical 
men regarding Weil’s disease on the one hand 
and infectious jaundice on the other. Although 
infectious jaundice does occur in apparently 
sporadic cases, it generally takes the form of a 
more or less widespread epidemic chiefly affecting 
children. All degrees of severity are encountered, 
and in severe cases abdominal pain, hematuria, 
prostration, and ocular congestion associated with 
intense jaundice, make the condition hard to dis- 
tinguish from Weil’s disease, though it seldom 
produces the same intense muscular pain. It is 
here especially that the laboratory can be of 
value, for in the absence of any condition such as 
tonsillitis or any septic focus which confuses the 
blood picture, a differential count in spirochetal 
jaundice will show an excess of polymorphonuclear 
cells, whereas in infectious jaundice there will be 
an increase of mononuclears. The two diseases 
are wholly distinct in origin ; the causal organism 
of infectious jaundice has not been discovered, 
but it is certainly not the Leptospira icterohemor- 


rhagie. 


THE BELFAST CONGRESS 


THE congress of obstetrics and gynwcology held 
in Belfast last week was clearly an outstanding 
success, The first day’s proceedings are summarised 
on another page and some account of the rest will 
be given next week. At the close of the meeting 
Mr. Eardley Holland voiced the general impression 
that the contributions were not only of unusual 
interest but were exceptionally well presented. 
Even the most serious deliberations seem to have 
been lightened by an element of mirth proper to 
a congress held on Irish soil. The members were 
delighted, for example, by the vein of irony with which 
Dr. Heyman thanked his ‘ collaborators”? for their 
assistance in allocating a series of 20 specimen cases 
of cervical carcinoma to their appropriate groups and 
referred to the considerable variation in the classifica- 
tions recorded on the voting sheets. Where the 
opinion of experts is so divided it is not remarkable 
that statistics from different clinics on the results of 
treating cancer of the cervix at various stages are 
diverse, and this was the weakness that Dr. Heyman 
successfully exposed, On the social side the hospi- 
tality shown to members was almost overwhelming 
and few could take advantage of more than a selection 
of the entertainments offered if their attendance at 
the scientific sections was to be more than perfunctory. 
The congress will long be remembered with gratifica- 
tion by all those who attended it and especially 
by those coming from what was described as * the 
adjacent island of Great Britain.” 
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AN N OTATION S 


INCREASING THE EFFECTIVENESS OF SEX 
HORMONES 


Tue discovery of David, Dingemanse, Freud, and 
Laqueur, working in Amsterdam, that the action of 
testosterone can be increased by the simultaneous 
administration of an az-substance, itself inactive, 
has led to some curious results. The Amsterdam 
investigators showed that the activating substance 
was of the nature of a fatty acid, and that andro- 
stanediol as well as testosterone could be “ activated ” 
by it. Subsequently Miescher, Wettstein, and 
Tschopp, in Basle, confirmed these results and then 
showed that the same effect could be produced by 
a wide range of fatty acids. These workers found 
testosterone in paraffin oil to be almost inactive, 
and it might be argued that co-substances, present 
in the oils commonly used as media for injection, 
are essential for the activity of the hormone. A 
paper we publish to-day throws further light on this 
problem. Dr. Deanesly and Dr. Parkes find that 
an increase in the effectiveness of androsterone and 
testosterone is obtained by increasing the volume 
of oil in which a given dose of the hormone is dissolved, 
and they also confirm the results of Miescher, Wettstein, 
and Tschopp with palmitic acid. They have failed, 
however, to find the increased effectiveness when the 
palmitic acid or the excess oil is given as a separate 
injection in a different part of the animal, and they 
incline to the belief that the effect depends on a 
more even absorption from the subcutaneous tissue, 
rather than on synergism between the hormone and 
the accessory substance at the site of action of the 
former. One has only to recall the great increase 
in effectiveness of ‘androsterone when given as 
benzoate,! and the inefficiency of single injections 
of aqueous solutions of cestrone,? to realise the great 
differences caused in the degree of response by the 
manner in which a given dose becomes available to 
the animal. 

The possibility of greatly increasing the effectiveness 
of comparatively scarce and expensive hormones is 
of general interest and the question arises whether 
the effect will be shown for the other known activities 
of the male hormones. It seems certain that 
x-substance or fatty acid does not increase the 
activity of testosterone on the comb of the capon, 
but in the case of the cestrogenic * and progesterone- 
like * activities of certain male hormones an interest- 
ing field of experiment is opened up. At the present 
time ostrone and cestradiol are comparatively 
abundant substances in relation to their effective 
doses : hence, rendering more effective the cestrogenic 
action of male hormones is only of academic interest. 
Progesterone, on the other hand, is still very scarce, 
and comparatively large quantities are required to 
produce biological results. Until very recently the 
capacity to cause progestational proliferation has 
been supposed to be restricted to a particular diketone, 
progesterone ; but the report by Klein and Parkes 4 
disposes of this presumed specificity and makes it 
conceivable that more easily obtainable substitutes 
may be found and that the action of these might be 
intensified by methods similar to those discussed on 
p. 837. 


1 Callow, R. K.: Jour. of Physiol., 1936, Ixxxvi., 49 P. 
* Marrian, G. F., and Parkes, A. 3.: Ibid., 1929, Ixxvii., 


89. 
* Deanesly, R., and Parkes, A. S.: Brit. Med. Jour., 
Feb. 8th, 1936, p. 257. 


Klein, M., and Parkes, A. S.: Chem, and Ind., 1936, lv., 


236. 
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THE SURGICAL CONSCIENCE 


CONSCIENCE has been defined, not without cynicism, 
as “‘the fear of being found out.” A less ignoble, 
if slightly priggish, alternative might be “the fear 
of finding oneself out.” Using the word in some 
such sense, Dr. Robert B. Greenough ? emphasises 
the importance of a keen conscience to the surgeon 
in a world full of gullible persons obliged to entrust 
him with their lives and welfare. ‘‘ Physicians and 
surgeons,” says Dr. Greenough, “ are not born super- 
men, they merely have to become so,” and it is 
during the time of. studentship that the surgical 
conscience is developed well or ill according to the 
ethical standards of the teaching staff. Once 
qualified the young surgeon is legally entitled to 
perform any operation of which he considers himself 
capable. His conscience is his only guide as to 
what he should or should not attempt. An ill-trained 
conscience may make him too bold or not bold 
enough. The apprentice system of surgical educa- 
tion, ideal where teacher and pupil loyally coéperate, 
may be ruined by the jealousy of the one or the 
arrogance of the other. In dealing with cases 
referred to him by the physician for operation, the 
surgeon’s conscience must again be exercised. He 
is not to regard himself as the mere craftsman of the 
physician, but must take full responsibility for the 
patient and satisfy himself in every case that operation 
is warranted. Readers of Punch may remember 
the dialogue between a general practitioner and a 
surgeon. ‘‘ What did you operate on old Jones for ? ” 
asks the general practitioner. ‘‘ A hundred pounds,” 
says the surgeon. “ Yes, I know,” says the general 
practitioner, ‘“ but what had he got?” ‘‘A hundred 
pounds” is the reply. There can be little, if any, 
truth in the gibe. Nevertheless some surgeons are 
casual in the matter of fees, being, no doubt, unduly 
generous in many cases and unduly exacting in a 
few. As Dr. Greenough wisely says, a good surgical 
conscience demands that the question of fees 
be frankly discussed beforehand if subsequent 
*‘ unpleasantness ’’ is to be avoided. In the surgeon’s 
relations with professional colleagues, even in these 
days of keen competition, the ‘Golden Rule” 
is still an adequate guide to conduct. 


THE SIGNIFICANCE OF PSYCHOSIN 


THE cerebrosides, first described as constituents 
of fresh brain tissue, and subsequently found in the 
spleen and the kidney, yield on mild hydrolysis 
substances of great interest, and possibly of import- 
ance in the function of the brain. Derivatives from 
the brain have, for example, been shown to fix tetanus 
toxin; and this ready fixation obviously has an 
important bearing on the genesis and treatment of 
the disease. It is clearly important that our know- 
ledge of these substances should be extended, and 
the substance psychosin, which is an amino-alcohol 
united to a sugar, has been, along with some other 
cerebroside derivatives, the subject of a detailed 
investigation by Drury and his co-workers.? It 
proves to be water-soluble and markedly surface- 
active ; it is bactericidal in low concentrations, and 
capable of fixing bacterial toxins, agglutinating 
bacteria, precipitating normal serum, and hemo- 
lysing red cell suspensions. The bactericidal power is 


1 Surg., Gyn., and Obst., Feb. 15th, 1208, p. 390. 
* Drury, A. N., Miles, J. A. R., Platt, A. E., Plaut, G., Weil, 
H., and Hughes, A. R.: Jour. Path. and Bact., 1936, xlii. -, 363 
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THE LANCET] 
dependent in part on the presence of the amino 
group, and is of the same order as that possessed by 
other surface-active substances like saponin. Two 
to four milligrammes of psychosin will fix 1000 
minimal lethal doses (mouse) of tetanus toxin and 
about 50 minimal lethal doses (guinea-pig) of diph- 
theria toxin ; the sugar and the amino groups appear 
essential for this action, and the toxins of Shiga’s 
bacillus and Olostridium welchii are unaffected. The 
serum precipitation occurs at definite concentrations 
which fall within certain constant limits for the 
normal sera of different species. The phenomenon 
is not comparable with the straightforward precipita- 
tion by compounds such as ammonium chloride, but 
takes place in high serum dilutions and apparently 
depends on the change in charge of the serum par- 
ticles as a result of absorption of the psychosin to 
the serum proteins. In rabbits this optimum con- 
centration changes slightly after bleeding and con- 
siderably after poisoning with uranium nitrate or 
diphtheria toxin (these phenomena may have some 
relation to the changes in quantity and dispersion 
of the serum proteins that have been recently des- 
cribed in abnormal sera tested by specific serological 
precipitation and the ultra-centrifuge techniques). 
Psychosin readily lyses the red cells of many species 
of animals, including those of the human being. 
The hemolysis is inhibited by the addition of serum. 

These properties are probably dependent on the 
high degree of surface activity of the substance, 
which results in its ready absorption to a wide variety 
of other substances. Unfortunately this very activity 
prevents its detection as such in fresh tissue, since 
no agent which will disassociate it from its absorption 
compounds has yet been found. Pending that 
discovery, this work forms a_ very satisfactory 


groundwork for the biological study of the cerebroside 


derivatives. 


PRE-OPERATIVE MEDITATION 


NEATLY parodying the phrase “ pre-operative 
medication’? to which we have grown accustomed 
during the past decade, Dr. S. Kleinberg! pleads for 
more pre-operative meditation. Thirty years’ experi- 
ence of joint surgery has convinced him that joint 
tissues are no less resistant to infection than other 
tissues. Joint surgery, to be successful, requires 
merely ** proper pre-operative cleansing of the patient’s 
skin, the practice of aseptic methods, careful atrau- 
matic expeditious technique, and, in addition, 
adequate pre-operative meditation.”” Planning ahead 
is essential. ‘‘The time to think,” says Dr. Klein- 
berg, “is before and not during an operation.” 
Especially is this desirable, and possible, in ortho- 
pedic surgery which is mostly elective and seldom 
of an emergency nature. When properly planned 
beforehand “an operation takes on the qualities 
of a musical symphony in which cvery element is a 
necessary part of the composition.” One of the 
dangers of modern surgery is that the time spent in 
pre-operative meditation may be shortened whereas 
the time spent in operating may be lengthened. Dr. 
Kleinberg quotes the case of a surgeon who spent 
three hours fixing a fractured hip. During the 
operation a score of X ray photographs were taken. 
“During the whole of the procedure the patient 
was under a general aniestbetic and the wound was 
kept open. The risk of infection in such an instance 
is manifest.” Dr. Kleinberg’s phrase might be used 
in a much wider sense than merely that of planning 
the stages of an operation. It might with advantage 


*Med. Rec., Feb. 19th, 1936, p. 144. 
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be borne in mind whenever any operative procedure 
is contemplated. General practitioners are familiar 
with the far-reaching and sometimes 
psychological effects of even successful operations. 
Pre-operative meditation should be cultivated by 
those who recommend operations as well as those 
who perform them. 


disastrous 


MUMPS ORCHITIS 


ALTHOUGH the orchitis of mumps, described by 
Hippocrates, is recognised as a serious complication 
that may result in sterility and possibly impotence, 
there is great diversity of opinion about its patho 
genesis, incidence, prognosis, and treatment. Stengel,' 
in an elaborate study containing 120 references, 
accepts mumps as a virus disease, the portal of entry 
being ‘“‘ probably” the upper respiratory tract 
He accepts, too, Trousseau’s view that the orchitis is 
a metastasis, and that it proves a sympathy between 
the parotid gland and the genital organs. Trauma, 
chill, and exposure are not important factors, although 
they play, perhaps, contributory parts. An analysis 
of representative statistics shows that the average 
incidence of orchitis in those series comprising 1000 
or more cases of mumps is 18-2 per cent. Stengel 
finds, however, that only 5 cases have been reported 
in boys under 12; it is commonest at puberty and 
during early manhood. It usually follows parotitis, 
but occasionally it seems to have been the first mani- 
festation and “ spontaneous” orchitis without paro- 
titis has been recorded. (It may be suggested that, 
if the virus was the cause of the orchitis at all, 
missed solitary submaxillary or sublingual mumps 
may have been responsible.) Usually only one testis 
is involved ; bilateral orchitis is much less common. 
Stengel considers that the temperature is the best 
guide to diagnosis and course. The parotid swelling 
and pyrexia having subsided, the temperature again 
rises and the patient experiences malaise and anxiety ; 
there is local tenderness and swelling and, occasion- 
ally, fluctuation of one or other testis. Tenderness 
progresses to real pain, and by the third or fourth 
day of the orchitis the organ may be “ enormously 
large’ and the pain so intense that “large doses of 
morphine may not relieve it.”” The temperature may 
reach 105° F. with a parallel increase in the pulse- 
rate and, possibly, the respiratory rate. The testis 
becomes very hard and tense and continues thus for 
about six days, the whole attack lasting for ten 
days. Thereafter, swelling subsides and the tempera- 
ture falls, usually by lysis, although true crisis is 
recorded. During the height of pyrexia, delirium, 
stupor, and even mania have been noted. Stengel says 
that there may often be meningitis and encephalo- 
myelitis (of the aseptic type). The lesion is prob- 
ably a parenchymatous sclerosis. As to whether 
the epididymis is first and always involved, o1 
implicated later, or escapes entirely, there are diver- 
gent views. Subjectively, failure to recover com- 
pletely from orchitis is indicated by diminished sexual 
power ; objectively, by “atrophy ’’—a term very 
loosely employed. “ Atrophy ’’ may be relative or 
temporary, the organ regaining its normal size ; it 
is estimated to occur in 40—60 per cent. of cases of 
mumps orchitis and is the result of pressure necrosis. 
Although only two biologically proved 
sterility are on record, Stengel believes that there 
have been many others ; femininity is stated to have 
followed double orchitis. The treatment of the con- 
dition is purely symptomatic; rest in bed with 


cases of 


* Stengel, A., Jr.: Jour. Med, Sci., 


p. 340. 
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elevation and suspension of the testis together with 
soothing local applications are among the most 
important measures. Injection of convalescent 
serum is recommended by some, incision for the relief 
of tension by others. Prophylaxis consists in measures 
to prevent the dissemination of mumps by contact 
spread, quarantine for 21 days being maintained ; 
some regulations require isolation in separate cubicles. 
Convalescent mumps serum in the protection of 
contacts has met with “‘ very fair success.” 


INTRASPINAL ALCOHOL FOR THE RELIEF OF 
PAIN IN MALIGNANT DISEASE 


THE severe pain sometimes caused by malignant 
disease in its later stages cannot always be adequately 
relieved with opiates. Operations such as chordotomy 
and pelvic sympathectomy remove it in some cases, 
but these are major operations which throw a great 
strain on a patient who is often already exhausted by 
disease. It is good to learn therefore that a method 
of treatment has been devised which involves little 
strain and is often effective. It was Dogliotti who, 
in 1931, reported that pain could be relieved by the 
intraspinal (subarachnoid) injection of a small 
quantity (0°2 to 0°8 c.cm.) of absolute alcohol. He 
aimed at damaging the nerve-roots which, in the case 
under consideration, were conducting the painful 
impulses. The alcohol was therefore injected into 
the cerebro-spinal fluid with the patient lying in such 
a position that the nerve-roots to be dealt with lay 
at the uppermost part of the spinal canal. With the 
patient in this position the injected alcohol, because 
of its low specific gravity, rises to surround the 
nerve-roots concerned. Sensation may be slightly 
dulled, but weakness of the muscles seldom results, 
since the motor roots are more resistant to the effects 
of alcohol than are the posterior roots. Dogliotti’s 
good results have been confirmed by several workers 
in America, and one of the most recent papers? on 
the subject comes from the Peter Bent Brigham 
Hospital, Boston. Good results have also been 
reported recently in our own columns.? In many of 
the reported cases severe pain has been abolished for 
several months ‘by a single injection. A curious 
feature of some of them is that the pain is not relieved 
immediately, but continues unabated for two or three 
days before diminishing. All the authors emphasise 
the importance of giving a small injection (about 
0°4 c.cm.) in the first place, because individual 
susceptibility to the alcohol injection varies greatly. 
The injection may be repeated in ten days’ time if 
the first fails to give relief. Retention of urine is a 
serious complication which may follow the injection 
if too much alcohol is introduced. 

While the intraspinal injection of alcohol requires 
no special skill, several details in technique are 
important. Hence it should not be attempted 
without study of the published records of those who 
have tried it. 


VITAMINS AND IMMUNITY 


A BATTLE over the anti-infective action of the 
vitamins is waged to and fro; but it is a pity there 
should be any battle. Prof. Rominger,*® of Kiel 
University, sums up the situation in the following 
words: ‘Die Rolle, die Vitamine bei der Infekt- 
abwehr spielen, ist noch keineswegs klar erkannt 
und wird vielfach itiberschitzt ’’; which is in fact a 


1 Dunphy, J. E., and Alt, R. E,: New Eng, Jour. Med., 
March Sth, 1936, p. 472. 

? Russell, W. R.: THE LANCET, March 14th, 1936, p. 595. 
* Rominger, E.: Forschungen und Fortschritte, 1936, xii., 122. 
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not unjust verdict. A specific action of the vitamins 
against infection has been sought and not found, 
except in the case of vitamin A. In rats deficiency 
of this vitamin leads to damage to epithelial tissues 
which is indisputably favourable to the penetration 
of infective organisms. In man it is seldom pushed 
to an extreme and opportunities for critical observa- 
tion on any considerable series of cases have been 
few; but in Bloch’s famous series of infant cases, 
in which the deprivation was severe, the disposition 
to broncho-pneumonia was conspicuous. 

Unfortunately this question of the relation of 
vitamins to immunity is used in the political argu- 
ment for and against prophylaxis against widespread 
malnutrition. It seems to us certain that malnutri- 
tion in any form, whether qualitative or quantitative, 
must aggravate the detrimental effects of infection, 
and whether it does so in a specific sense or otherwise 
is of less importance. 


LOCALISATION OF SOUND 


It seems unlikely that differences of apparent 
loudness between the response at the two ears have 
much to do with the accurate localisation of sounds 
under ordinary conditions of listening. This is at 
all events the considered opinion of Prof. F. C. 
Bartlett, F.R.S., in his introduction to the third 
report of a committee of the Medical Research 
Council.!_ People move their heads to help them to 
tell the direction of a sound, but because of the limited 
sensitivity of their binaural sense the ears are used 
only to provide the initial cues and then the listener 
peers about until he can see the object from which 
the noise is coming. If it is a familiar noise in a 
familiar place the localisation is more accurate, but 
sounds of very high or very low pitch are rarely 
located correctly, and a continuous sound is more 
difficult to place than one which is intermittent. As, 
moreover, our ears are normally used in the same 
horizontal plane, we possess a binaural sense of 
direction in bearing only, none in elevation. There 
are, it may be seen, two occasions of intense prac- 
tical importance for exact localisation of sound when 
sight is not available: how can a listener locate 
the source of the sound emitted by a submarine 
when it is travelling under water; how can he tell 
the position and direction of flight of an aeroplane 
at night time? Science has come to his aid with 
a simple mechanical contrivance by which two 
enclosed airpaths lead one to the right and one to 
the left ear of the listener. Stethoscope tubes are 
connected to separate sound collectors, say five feet 
apart, which are so mounted as to be capable of 
being swung in any desired direction. The listener 
adjusts the whole apparatus so that he keeps the 
sound mid-way in his head. Provided the tubes are 
of equal length, the two sound collectors will now 
be in phase with respect to the waves coming from 
the source of sound. The human ears are capable 
of detecting a phase difference of half an inch in a 
sound wave (about 12 ft.). As they are about 6 in. 
apart it is not possible for them, unaided, to locate 
sound accurately to less than 5° in bearing. With 
the sound collectors 5 ft. apart the same phase dif- 
ference will still be perceptible and the margin of 
error will have been reduced from 5° to 0-5°. For the 
detection of aircraft, four sound collectors are used, 
with one listener directing the apparatus in bearing 
and one in elevation. This mechanism would be of 
wider application were it not for the production of 


*The Localisation of Sound. By H. E. 9. James, M.Sc. 
Special Report Series No. 207. Pp. 38. 9d. 
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auditory fatigue, better called experimental deaf- 
ness, Which almost certainly occurs in the central 
nervous system and not in the ear itself. If, for 
instance, one ear of a listener is submitted to intense 
stimulation for a short period the acuteness of hear- 
ing not only of that ear but also of the opposite ear 
is reduced for the time being. It is curious that 
this depression of hearing can be almost immediately 
dispelled if any sudden and unexpected stimulus 
of a different quality, such as a flash of light, is 
brought in. The phenomenon seems not to be one 
of fatigue in any exact sense but rather of the nature 
of a central inhibition. Both for theory and for 
practice the study of this attunement effect is of 
importance, and Mr. James’s report contains the 
investigation and comparison of monaural and 
binaural attunement in which the share of central 
and peripheral factors is carefully worked out. 


MENTAL DISTURBANCES ASSOCIATED WITH 
HYPERTENSION 

THE mental states that accompany arterial hyper- 
tension have not been systematically studied. Cursory 
reference to them, where arterio-sclerotic or uremic 
phenomena are the main topic, is all that is to be 
found in text-books or monographs. This gap has 
been filled by Dr. Eduard Krapf of Buenos Aires.! 
The material of the psychiatric clinics of Munich 
and Cologne afforded him an opportunity, prior to 
the revolution in Germany, of making a large collec- 
tion of cases which he had intended using for a 
descriptive study on Kraepelinian lines. The attempt 
to delimit a clinical group and incidentally narrow 
somewhat the problem of the involutional psychoses 
led him, however, to the study of pathological bodily 
functions, and to a review of the whole question of 
constitutional and extrinsic causes, with hypertension 
as a paradism. In the course of this further inquiry 
Dr. Krapf found himself departing from the strict 
Kraepelinian approach and coming nearer to the 
views which Kleist has urged with such force. 
This change of outlook did not materially alter his 
careful use of the data for, from either angle, the 
necessity for minute psychiatric as well as physical 
examination and description was obvious. Dr. 
Krapf has in fact compiled a clear and detailed 
picture of the range of mental symptoms accom- 
panying hypertension. He describes four main 
forms: absences, twilight states, mood disorders, 
and change of personality. These varieties are not 
independent of each other, though they show dif- 
ferences in their mode of onset and their course. 
Many cases now loosely attributed to arterio-sclerosis 
or myocardial disease seem to belong properly to 
this group; and the discovery and separation of 
cases with hypertension from ‘he ill-defined pre- 
senile psychoses would, it appears from this work, 
be clinically and pathologically profitable. Dr. 
Krapf thinks that general measures of diet and 
hygiene, the use of sedative drugs, and psycho- 
therapy may do much in the way of prophylaxis, 
and that, when the condition is well established, 
measures for diminishing intracranial tension should 
be employed: it is to swelling of the brain that he 
attributes the confusional state that may develop 
in patients with ** essential ’’ hypertension. A general! 
predisposition to high blood pressure and a more 
localised cerebral predisposition seemed, in Dr. 
Krapf’s clinical material, to be potent factors in the 
causation. The significance of the findings in this 








! Die Seelenstérungen der Blutdruckkranken, By Dr. E. Krapf. 
Leipzig and Vienna : Franz Deuticke. 1936. Pp.120. M.6. 
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study, when applied to psychiatry generally, is con- 
siderable, as may be seen in Dr. Krapf’s final review 
of the relation of the syndrome to other morbid 
types of reaction. 


EPILEPSY AND CORTICAL RHYTHM 


A NEW and promising line of attack upon the 
problem of epilepsy is described by Dr. William G. 
Lennox in a paper entitled the Physiological Patho- 
genesis of Epilepsy,! which he read before the 
International Neurological Congress in London last 
year. Dr. Lennox has been engaged for many years 
in investigating epilepsy by physiological and bio- 
chemical methods. In this paper, the twentieth of a 
series on epilepsy, he first describes some observations 
which negative once-popular theories of the mode 
of production of epileptic attacks. He brings forward 
evidence that an attack is not preceded by a diminu 
tion in the volume of the cerebral blood flow nor of 
the oxygen tension of the blood going to or coming 
from the brain. Complete unconsciousness caused 
by syncope artificially induced was rarely effective in 
precipitating an attack in epileptic patients. 

During recent years a method of recording electrical 
changes in the cerebral cortex has been devised, and 
it is already clear that we may expect this new 
technique to throw as much light upon disturbances 
of cortical function as electrocardiography has done 
upon abnormalities of the heart-rate and rhythm. 
Dr. Lennox and his collaborators, Dr. Frederie Gibbs 
and Dr. Hallowell Davis, have obtained records of 
the electrical potentials from the brains of 21 patients 
during hundreds of seizures. They have found that 
an attack of petit mal is invariably accompanied by 
a burst of action potentials much larger and less 
frequent than those normally found in the patient. 
Such patients, however, even when they are free 
from any objective or subjective evidence of a seizure, 
may show similar small alterations in potential which 
are regarded as subthreshold seizures. The nature 
of these abnormal electrical discharges occurring in 
the brain must, at present, be a matter of speculation. 
Lennox suggests that in normal activity there are 
many clusters of neuronal cells discharging, not in 
unison, but in harmony. The usual Berger rhythm 
of 10 to 20 discharges a second is explained as a 
mosaic of the activity of many centres. In an 
attack of petit mal many waves become one. The 
large wave represents a synchronisation of various 
discharging cell clusters. In Lennox’s graphic words, 
* the harmony of the symphony orchestra has become 
a single note. The representative constitutional 
government has become a totalitarian state.’ The 
cause of this pathological unanimity has yet to be 
found, but it is already clear that the search for it 
will lead to one of the most fundamental of neuro- 
logical problems, the role of time in neural function. 


AT a meeting of the Royal College of Physicians of 
London last Monday Lord Dawson of Penn was 
re-elected president. 

On April Ist the Lord Mayor of London presided 
at the Mansion House over the first meeting of the 
general committee formed in connexion with the 
proposed memorial to King George. A ‘* philan- 
thropic scheme’ committee was elected, whose 
26 members included Lord Dawson, Lord Horder, 
Lord Moynihan, the lord provosts of Edinburgh 
and Glasgow, and the lord mayors of Liverpool, 
Cardiff, York, and Newcastle. 


Brain, 1936, lix., 113. 
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XCVI.—PROGNOSIS IN CEREBRAL 
CONCUSSION AND CONTUSION 


THE common effects of head injury fall naturally 
into two groups. The outstanding feature of the 
first group is immediate interruption of conscious- 
ness. This may range in degree from a state of 
automatism to one of stupor, and in duration from 
minutes to days. It leaves behind it a gap in the 
memory by which the duration of unconsciousness 
is conveniently measured. This phase (which in its 
shorter forms is usually called concussion) presents a 
great variety of symptoms—positive as well as 
negative—which deserve closer study than they 
have received, especially in relation to the occurrence 
of sequelz. 

The second group includes symptoms such as 
headache, giddiness, mental change, and insomnia. 
These may appear after consciousness has been 
regained, or they may occur without any initial 
disturbance of consciousness; they may follow the 
injury at once, or after a latent interval of hours or 
days. Though they show constantly a tendency to 
improvement and eventual recovery, sometimes 
and in some degree symptoms of this kind may 
persist indefinitely. Their character implies the 
persistence of some morbid state, which is com- 
monly assumed to represent an unresolved cerebral 
contusion. 

These two groups of symptoms together represent 
the common sequele of head injury, and run their 
course independently of such complicating features 
as fracture of the skull, epidural, subdural, or sub- 
arachnoid hemorrhage. They offer a field still rich 
in opportunity for detailed observation and correla- 
tion of early symptoms with end-results. 


Immediate Prognosis 
IN SEVERE INJURIES 


Prognosis as to Life-——In the majority of fatal 
cases death occurs within the first twenty-four hours. 
During the succeeding twenty-four hours the risk is 
still considerable. Post-mortem examination reveals 
extensive contusion and laceration of the brain. 
These patients when first seen are, as a rule, comatose. 
They do not respond by movement or grimace to 
painful stimulation. The pupils are dilated and 
often unresponsive to light, and the corneal reflex 
may be absent. The limbs are flaccid and motion- 
less, and the breathing stertorous. The plantar 
responses are usually extensor. The pulse-rate is 
variable. A rapid, feeble pulse persisting is of bad 
import, but a normal rate may be found in cases 
which are rapidly fatal. The temperature in the 
first instance is subnormal—in the region of 96°. 
Subsequently it is apt, either to remain at the sub- 
normal level, or to rise rapidly to 104°, 105°, or even 
higher. 

In this group of the most severely injured the 
patient who is going to recover will, as a rule, show a 
definite improvement within the first twenty-four 
hours. Response to painful, stimulation returns, 
spontaneous movements of the limbs appear, the 
pupils become smaller and react to light, the pulse 
becomes fuller, and the temperature, rising to a 
moderate height (101° to 103°), remains about. this 
level. In the phase of recovery a slow pulse-rate 
(56 to 60) is often observed and may persist for several 





_ PROGNOSIS __ 


A Series of Signed Articles contributed by invitation 


[APRIL 11, 1936 


days. After the first forty-eight hours death from 
cerebral contusion is uncommon, and the small 
mortality-rate which persists is mainly due to such 
complications as pneumonia and meningitis, the 
latter resulting from a fracture of the base running 
into the middle ear or one of the nasal sinuses. 
Some patients, however, do succumb without any 
cause other than cerebral contusion after remaining 
in a state of coma or stupor for a week or more. As 
a rule in such cases the temperature shows a climbing 
trend. 

Traumatic Stupor and Delirium.—The patient who 
survives frequently passes through a phase of stupor 
and delirium lasting several days before he becomes 
mentally clear. Apart from an extensor plantar 
response on one or both sides, he usually presents 
no abnormal physical signs. What will be the out- 
come of this phase? We can at least affirm that the 
state of confusion will pass. It rarely exceeds three 
weeks in duration, but I have notes of three cases 
in which a state of severe traumatic delirium per- 
sisted for three, seven, and nine months respectively 
with eventual recovery. While it persists the con- 
fusion itself conceals effects of the injury which may 
be of -a more lasting and, therefore, of a more serious 
nature. Sometimes the presence of hemiparetic 
signs, or the detection of dysphasia, during this 
stage may make it clear that a coarse lesion of the 
brain is present. As a rule prognosis as to the next 
stage must wait until the patient is clear. On the 
whole, the longer the duration of traumatic stupor 
the greater is the likelihood of troublesome after- 
symptoms, but there are exceptions to this rule. 
Young persons, especially, may return to full con- 
sciousness at the end even of two or three weeks, 
and neither show nor admit any further symptoms. 

The Aftermath.—With the return of consciousness 
the patient may exhibit changes in disposition or 
defective memory, of which he himself is unaware, 
or of which he may complain. Impairment of the 
intellectual functions is, on the whole, commoner 
and more persistent in patients past middle age. 
Children, on the other hand, are more likely to 
exhibit striking changes in character and disposition. 
Such mental traces of organic damage are slow to 
improve, but usually end in recovery. Most of the 
symptoms in this stage, however, are subjective, 
and it is, therefore, the complaints of the patient 
which afford the main facts available for prognosis. 
Of what degree of mental and physical activity 
is he capable without symptoms, such as_head- 
ache, giddiness, excessive fatigue, or insomnia ? 
This question can only be answered by separate 
experiment in each case. If under conditions of 
absolute rest such symptoms are present, con- 
valescence must be slow and the disability will be 
of long duration. Even if at first there is freedom 
from symptoms, it is not safe to predict an uneventful 
recovery until the patient has progressed symptom- 
free through graduated stages to his normal level of 
mental and physical activity. If in the course of 
this experimental progress symptoms develop, the 
stage of activity at which they occur will provide 
an indication of the prognosis. The answer, then, in 
this phase to such questions as: ‘“‘ Has there been 
lasting damage to the brain?” and ‘‘ How long will 
it be before he gets well?” must often be given in 
such terms as: ‘‘ We cannot tell until we have seen 
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how much the brain will stand without complaint.” 
We may safely add that complete recovery is the 
rule even though the symptoms at first may be 
severe and improvement slow. If evidence of a 
coarse lesion is present from the first, such as hemi- 
paresis or dysphasia, the prognosis is naturally uncer- 
tain, but the majority of patients who survive 
with such symptoms make a satisfactory recovery. 
Dysphasia is the more serious symptom. 

“* Neurasthenic ” symptoms—anxiety, depression, 
preoccupation with self, increased liability to mental 
and bodily fatigue, and head discomforts of the 
functional type—constitute an important part of 
the aftermath of head injuries, both severe and 
mild, but are more likely to occur after the former. 
They are often precipitated or aggravated by anxiety 
over compensation. Symptoms of this kind are not 
likely to be observed in tough-minded persons. 
Their frequency is proportionate to that of similar 
illness in the family, and personal, history of the 
patient. Knowledge of his constitution in these 
terms may sometimes explain why it is that one 
individual may suffer much more than another after 
injuries of comparable severity. 


MILD INJURIES 

A man suffers a blow on the head at football, 
continues with the game in a state of traumatic 
automatism, and is later shown to have a half-hour 
gap in his memory. Such is a typical mild head 
injury. In nine cases out of ten there are probably 
no after-symptoms more serious than a headache 
which is gone next day. In the tenth a persistent 
and even disabling liability to headache may super- 
vene, perhaps asseciated with giddiness, insomnia, 
and fatigue. The more severe and prolonged the 
disturbance of consciousness, the more likely on the 
whole are sequelae, but effects of this kind may 
follow a head injury without any disturbance of 
consciousness. In either case these effects may 
directly follow the injury, or may appear after an 
interval, sometimes amounting to several days. 
Once such symptoms have appeared, their prognosis 
(which depends a good deal upon early recognition 
and proper treatment) must be gauged by the methods 
already described in connexion with the aftermath of 
severe injuries. 

MENINGEAL HEMORRHAGE 

Meningeal hzmorrhage, whether epidural or sub- 
dural, is more likely to occur (and much more difficult 
to detect) in the severe injuries than in the mild. 
A chronic subdural hematoma may develop after 
the mildest injury, especially in aged persons. In 
such cases there may be an interval of weeks during 
which recovery may appear complete. The condition 
is an extremely rare one, but the complete prognosis 
after any head injury, especially in old people, would 
include a note of this possibility. 


Ultimate Prognosis 

DURATION OF SYMPTOMS 
Symptoms of the kind already referred to under 
the aftermath of severe injuries may, as we have 
seen, be absent even after prolonged traumatic 
stupor; they may occur without disturbance of 
consciousness. As a rule, however, their severity 
and duration are directly related to the duration of 
unconsciousness. Of the common symptoms giddi- 
ness is usually the earliest to disappear; defective 
memory and changes in disposition are slow to 
improve, as also are symptoms of the neurasthenic 
group. Of all symptoms the liability to traumatic 
headache— intermittent, localised, and often severe— 
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is the most persistent, and is more likely than the 
others to be permanent. The duration of all these 
symptoms depends a good deal upon the efficacy of 
treatment in the earlier stages. Recovery is quicker 
among those whose means enable them to obtain a 
quiet and smoothly graduated convalescence. 

The age of the patient also is an important factor. 
Over the age of 45 the process of recovery is slower. 
W. Ritchie Russell’s paper on this subject (Edin. 
Med. Jour., 1934, xli., 129) is an important source 
of information. Taking a series of 200 patients 
admitted to hospital with less of consciousness—a 
group therefore from which a great many of the milder 
cases of head injury are excluded—he found 40 per 
cent. free from symptoms at the end of two months. 
The percentage of those recovered in each age- 
group showed little variation, except that of the 
patients over forty, only 23 per cent. were recovered 
at this time, and of those over fifty none. 

Of the 120 patients whose symptoms persisted 
longer than two months 66 per cent. still had symp- 
toms at the end of eighteen months. Many of the 
symptoms, however, were slight and did not interfere 
appreciably even with heavy manual labour. 


DURATION OF DISABILITY 

The main factors which influence prognosis in 
this respect are, in order of importance, the severity 
of the injury as measured by the duration of uncon- 
sciousness, the age of the patient, the question of com- 
pensation, and the nature of his occupation. These 
may conveniently be considered in the reverse order. 

Nature of Occupation.—Headache is the most 
persistent of the common symptoms and, being 
aggravated by physical effort, is likely to remain a 
source of disability to the manual worker after 
other symptoms have disappeared. 

Compensation.—Anxiety over unsettled compensa- 
tion, or a sense of injustice after settlement, are 
important causes of prolonged disability. The latter 
may result in some degree of permanent invalidism. 
Of Russell’s 200 patients, 139 were working men or 
women. Among these 30 per cent. of the compensa- 
tion cases reported unfit for full work eighteen 
months after the accident, whereas the figure for 
the non-compensation cases was only 9 per cent. 
In the non-compensation group 83 per cent. of the 
patients had returned to full work within six months 
of the accident. 

Age.—After middle age risk of permanent incapa- 
city in some degree is considerable, especially in the 
case of manual workers. In the group of non-com- 
pensation cases just mentioned, of the patients who 
were over fifty years of age, 45 per cent. remained 
unfit for full work at the end of eighteen months. 
The prognosis in the case of sedentary workers is 
certainly better than these figures would suggest. 

Duration of Unconsciousness.—There is a direct 
relationship between this and the duration of dis- 
ability, which is best seen when the factors of age 
and compensation are excluded. The following 
estimates are based mainly upon Russell’s figures. 
In persons under the age of forty, if no compensation 
question is present, when the injury is one which 
does not involve more than a few minutes loss of 
consciousness, disability lasting more than a few 
days is uncommon. After a period of unconscious- 
ness up to one hour, nineteen persons out of twenty 
will be back at full work within two months. If 
stupor persists longer than 24 hours the chances are 
against the patient being fit for work within two 
months, but eight out of ten patients will be able to 
return to full work within six months of the injury. 
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Such are the considerations which afford a guide 
to the likely duration of disability. Actually in the 
individual case the question can only be settled by 
trial and observation. In non-compensation cases 
if a manual labourer has not returned to full work 
at the end of six months it is on the whole unlikely 
that he will ever do so. 


TRAUMATIC EPILEPSY 


As a late complication of closed injuries epilepsy 
is uncommon but important. Its rate of incidence is 


TUBERCULOSIS ASSOCIATION 


THE provincial meeting of this association was 
held in Cambridge from April 2nd to 4th. The 
subject for discussion at the first session was 


Dispensary Organisation 


The opening paper was read by Dr. R. H. HAzEMANN 
(médecin inspecteur, préfecture de la Seine), who 
gave a critical review of the dispensary organisation 
in France, with special reference to his own adminis- 
trative county. The organisation of the anti- 
tuberculosis campaign was practically autonomous, 
and was based on the Dispensaire d@hygiéne sociale 
et de préservation antituberculose, to which was added 
a scheme of appropriate institutions for the sick, 
for those infected, and for healthy contacts, the main 
effort being directed to the welfare of children. The 
treatment of sick patients was restricted to private 
medical practitioners and to institutions. In France 
the dispensary doctors never visited patients at 
home, and the only treatment practised at the 
dispensary was pneumothorax refills. No treatment 
by ultra-violet light or tuberculin, and no dental or 
orthopedic treatment was carried out. The dis- 
pensary, except as regarded treatment, was open to 
all, irrespective of income, with the full consent of 
the medical syndicates; and all its benefits were 
obtained free of cost. Of the 60 dispensaries in the 
Seine, which included Paris with its 2,891,000 
inhabitants, 51 belonged to the public health office, 
2 to the assistance publique (an official organisation 
controlling almost all the hospital beds in the Seine), 
and the remainder to private bodies. Each dis- 
pensary dealt with a particular district in which it 
was legally bound: (a) to detect and diagnose cases 
of tuberculosis ; (b) to detect and deal with contacts ; 
(c) to facilitate institutional treatment of patients ; 
(d) to carry out home prophylaxis, particularly with 
regard to children. Contacts underwent the same 
investigation as other patients—physical, X ray, 
and sputum examinations, and a tuberculin test in 
children. Child contacts remained registered indefi- 
nitely after the death of the patient; adults were 
discharged after a year’s observation if free from 
disease. Attendance at the dispensaries for examina- 
tion was encouraged by such “‘ means of persuasion ”’ 
as education, and the distribution of meat and milk 
coupons. 

Dr. M. R. H&yYNSIUS VAN DEN BERG (director, 
tuberculosis service, Amsterdam), said that the 
antituberculosis campaign in Holland was carried 
out by voluntary organisations subsidised by the 
State, province, or municipality, their activities 
being under the supervision of the Government 
inspector of health. The national association under- 
took general propaganda, the training of visiting 
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difficult to compute, but the risk appears to be 
greatest in cases which show in the early stages signs 
of focal injury, prolonged traumatic stupor, or 
fracture of the vault ; and in the later stages, per- 
sistent headache and mental changes of the organic 
type. The interval between the injury and the first 
attack is commonly about a year, but may be much 
longer. 


C. P. Symonps, D.M., F.R.C.P., 


Physician for Nervous Diseases, Guy’s Hospital 
Physician to Out-patients, National 
Hospital, Queen-square. 


nurses, tuberculosis research, &c. The 11 provincial 
societies in the country ran the dispensaries in each 
province. The task of the local societies, of which 
there were between 800 and 900, was to carry out 
the prophylactic ard social measures prescribed 
by the tuberculosis officer, while they were also in 
charge of the expenses for institutional treatment. 
In the larger cities, indeed, the local societies were 
specifically tuberculosis institutions with specially 
trained tuberculosis nurses. There was in Holland 
no compulsory notification, and at the dispensaries 
no treatment whatever was given. Refills for artificial 
pneumothorax must be given at the nearest hospital. 
In Amsterdam the work was strictly centralised, 
so that everything the patient needed could be 
obtained only through the dispensary. Admission to 
hospitals and sanatoria was, in Amsterdam, arranged 
by the dispensary, and after discharge the patients 
were supervised from there. Whenever possible, 
an infectious patient was hospitalised, which could 
be done in 80 per cent. of the newly registered open 
cases. Removal of the children from their homes, 
as in the Guvre Grancher, was hardly ever resorted 
to. Infants in contact with open cases were 
vaccinated with BCG. The death-rate from pul- 
monary tuberculosis in Amsterdam was 3-4 per 
10,000, and from all forms of tuberculosis, 4-34. 

Dr. N. TATTERSALL (Leeds) pointed out that 
dispensary organisation could not be discussed as 
a separate entity ; it was only one part of the complete 
tuberculosis scheme, and apart from its indispensable 
complement— institution beds—would be but a 
feeble weapon. Further, the problem to be tackled 
varied widely according to the area served. The 
speaker went on to sketch the organisation of the 
Leeds dispensary, as being fairly typical of the first 
group. There was one large central dispensary, 
fully equipped for diagnostic work and _ special 
treatment with X ray, artificial sunlight, orthopedic 
and dental facilities; the main city sanatorium 
was only some three miles away and large general 
hospitals close at hand. The whole scheme was 
thus compact and made coéperation easy between 
dispensary and institutions. All attendances except 
those of new patients were made by appointment. 
One day was largely reserved for contact examinations, 
and two afternoon sessions were devoted to A.P. 
refills. Two evening sessions weekly were devoted 
to workers, and Saturday mornings devoted to school- 
children. Close coéperation with many agencies 
was an essential part of dispensary work. The home 
rather than the patient was the unit on which they 
concentrated, and continuous close touch was main- 
tained with the homes of all patients. The most 
important of the many “lines of communication ” 
was with the general practitioners, and coéperation 
with school medical officers was also valuable. 
Although the mortality statistics were encouraging 
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TUBERCULOSIS 
and even flattering, the real test of antituberculosis 
organisation would be the establishment of morbidity 
statistics. 


At the next session Dr. Russet, J. REYNOLDs, 
after describing his cineradiographic apparatus for 
recording the functioning of active organs, showed 
two films, the first reel dealing with general thoracic 
work—chiefly cardiac conditions—and the second 
with the movements of the lungs and diaphragm 
in various stages of pulmonary disease and under 
different conditions, such as collapse, after phrenic- 
ectomy, with pleural effusion, after lipiodol injections, 
&c. The films were followed with the greatest 
interest, the value of this method of permanent 
record being fully appreciated. 

On April 3rd the meetings were held jointly with 
the International After-Care Committee of the 
Union international contre la tuberculose. At the 
first session a paper by Sir PENDRILL VARRIER- 
JONES (Papworth) was read, in his absence through 
indisposition, in which he reiterated his belief that 
treatment and after-care must be regarded as one 
and indivisible. He deprecated the deep-seated idea 
that while clinical treatment was important and 
worthy of State support, after-care was an unimportant 
frill which might with propriety be left to private or 
public charity. If this viewpoint were changed, 
local authorities and other public bodies would be 
as willing to contribute towards the permanent 
settlement of their cases as they were to provide 
for their treatment. We might then get some 
idea of the real potentialities of village settlements 
which at present could only be estimated. So long 
as after-care remained the Cinderella of the tuber- 
culosis schemes of the nations, just so long would 
there be a tuberculosis problem. 


Capacity for Work in Pulmonary Tuberculosis 


Dr. Maurice Davipson (London), opening a 
discussion, reminded his audience that the word 
““work”’ applied to all forms of expenditure of 
energy, and he went on to stress the importance of 
various forms of mental and emotional energy in 
relation to pulmonary tuberculosis. In estimating 
the capacity for work of a tuberculous person he 
thought that too little emphasis was laid on the 
significance of purely nervous katabolic energy, 
apart from that of physical exertion. In regard 
to the incidence of active disease of the ‘“‘ young 
adult’ type in females, the factor of psychological 
energy, which played no small part in the life of 
young women to-day, was one which ought to be 
taken very much into account, as all experienced 
tuberculosis officers would agree. Their conception 
of the meaning of work in this connexion was often 
too one-sided, and these broader principles should 
underlie their advice to patients in regard to a choice 
of future occupations. Dr Davidson laid great 
emphasis on the importance of frequent radiological 
examinations as a guide to the behaviour of 
tuberculous lesions in the lung, pointing out the 
value of this (sometimes the only) evidence of the 
extension of disease. 

Dr. L. B. Srorr (Papworth) said that tuberculosis 
could be an acute disease, and, like any other acute 
general infection, have a pneumonic stage in which 
the patient would obviously be incapacitated. On 
the other hand, the patient with a healed primary 
focus in the lung was of undisturbed working capacity ; 
though during the establishment of the focus he might 
have been completely incapacitated or working in 
spite of toxemia. In the life history of every case 
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of tuberculosis there were doubtless periods during 
focal reactions when the capacity for work stood at 
nil; and in any estimation of how far a tuberculous 
patient was limited in output during the intervals 
between exacerbations, the decision as to capacity 
for work must be made in complete ignorance of 
the future. The physical signs held a significance 
as to present capacity alone. Estimations of the 
capacity had to be made (a) on anatomical indications, 
including location and extent of the tuberculous 
lesion ; and (b) on physiological capacity, or response 
to effort. For practical purposes, the examination 
of the urine—especially ratio of free acid to combined 
acid—was one of the most useful physiological 
guides. Another important point was the effect 
of tuberculosis upon the physiological efficiency 
of the ductless glands. Perhaps, however, the most 
important factor in the assessment of the capacity 
for work was a consideration of the psychological 
state. The object of all treatment was to restore 
the working capacity, and there could be no doubt 
that purposeful routine had its reaction on every 
organ, 
After-care 

Prof. Dr. VON WEIZSAECKER (Heidelberg) said that 
the after-care movement seemed to him to be the 
result of a conception of medicine which affected 
not only the tuberculosis question, but the whole 
field of therapy ; it appeared to be the outcome of a 
system of social medicine and the recognition of the 
social diseases, The inquiry was now not only 
‘“What does the patient need?” but “ How does 
the patient live?’ They wanted to know not only 
which remedies would relieve his symptoms, but 
also how society should behave towards the sick 
man. Social therapy ordained not only that the 
sick man or ex-patient should live, but that he should 
live as an ordinary human being. In many cases 
there was a gap between hospital and employment 
which neither practitioner nor dispensary physician 
could fill, An example of this was in a case of 
concussion. teturning home after discharge from 
hospital the patient would be still unable to make a 
complete recovery, because he was still unfit for 
normal employment. He would almost inevitably 
drift into a state of worry and boredom, and his 
health would deteriorate rapidly. This they called 
in Germany the ‘secondary disease.’ It used to 
be treated in a neurological clinic as a neurosis, 
but although the predisposing factor was psychological, 
psychotherapy was not the most suitable treatment, 
since the patients in most cases were not constitutional 
psychopaths or neurotics, their secondary symptoms 
having developed under a sense of insecurity and 
futility, coupled with fatigue of the will-power. 
This factor of interruption of the placid stream of 
social existence was now recognised as the origin 
of the secondary symptoms. It could largely be 
obviated by gradually giving the stimulus of work 
at a much earlier point—e.g., in the case of concussion, 
before the patient had left the hospital. In regard 
to social insurance as a means of obviating this so- 
called secondary disease, Dr. Weizsaecker made three 
suggestions: (1) The system of special insurance 
rates for special injuries, and especially for accidents, 
had great disadvantages from the medical point of 
view. National health would benefit by a compre- 
hensive scheme of insurance; (2) it was also a dis- 
advantage when a system of insurance was based 
upon the quantitative assessment of injury. Benefits 
should rather be assessed according to financial 
needs, or, better still, by the provision of suitable 
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employment rather than purely financial assistance ; 
(3) the legal administration of insurance was 
not as good as the practical organisation of 
after-care, national health, and supply of work. 
The ideal was re-education and re-adaptation to 
work. 

Dr. E. BacuMAnN, Secretary, International After- 
Care Committee, said that it was essential that when 
treatment, training, and colonisation were carried 
out in different localities and under different organisa- 
tion, the whole should operate as a single unit under 
medical control. They must not forget that they 
were dealing with tuberculous patients in whom at 
any time reactivation and relapse might occur. 
For this reason experiments in after-care were to 
be deprecated which were independent of sanatoria, 
antituberculosis organisations, and dispensaries. It 
must always be borne in mind that the essential 
element of the whole structure was the sanatorium 
or similar institution, with which the other depart- 
ments were indissolubly united. Sanatorium train- 
ing centre and settlement might together form a 
single unit, or they might be situated in different 
areas, each under its own medical superintendent, 
but in every case close coéperation was indispensable. 
A training centre independent of a sanatorium 
must perforce provide its own clinical and therapeutic 
wards for the treatment of patients who prove unfit 
for work. In many places this codperation was 
absent, although it was the basic principle of the 
successful solution of the whole problem. Dr. 
Bachmann then went on to describe in detail the 
scheme which had been adopted by the Anti-Tuber- 
culosis League in Switzerland for the Canton of 
Zurich. This experiment differed from that of the 
principal Dutch institutions, in that the training 
was separate and under a different board of control 
from that of the sanatorium. In spite of this division, 
close contact between the two had to be maintained 
in view of the constant necessary interchange of 
patients fit for training and those who, owing to 
relapse or unsuitability, must return to the sana- 
torium. Although this coéperation was continually 
being increased, the training centre had found it 
desirable to establish a small therapeutic unit for 
those inmates who could presumably begin to work 
fairly soon, and for those in whom the arrest of 
disease had been temporarily interrupted by employ- 
ment. In any case, when sanatorium and training 
centre were not in the same area, instruction regarding 
the aim anc. object of training should be given at the 
sanatorium ; otherwise the patient would immediately 
get the idea that he might just as well go home and 
seek employment under more or less sheltered 
conditions. 

This paper was followed by a long discussion. 
Dr. N. BAaRDSWELL commented on the difficulty 
of deciding whether or when a patient would be fit 
for work. He found himself instinctively depending 
on first impressions. One might be occasionally 
misguided by the appearance of a patient straight 
from a sanatorium who might look better than he 
was; but he had learnt to discount this. He judged 
also largely by the character of the primary lesions, 
and by the response the patient had made to treat- 
ment. He attached also great importance to negative 
sputum reports over a period of six months. The 
question of A.P. complicated the issue, by disguising 
the condition; but any patient whose disease was 
arrested, whether by rest or by mechanical means, 
should in his opinion be allowed to return to work. 
The factor of age was of importance, also that of the 
nature of the work. 
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In the afternoon excursions were arranged to Pap- 
worth and to the Strangways Research Laboratory 
at Cherry Hinton. At Papworth other papers on 
schemes for after-care were read by Dr. BRONKHORST 
(Holland) and Dr. Pattison (Potts Memorial Hospital, 
New York). 


Chronic Miliary Tuberculosis 


On April 4th Prof. L. Say& (Barcelona), reading a 
paper on this subject, said that the clinical study of 
this condition led to the following classification : 
(1) chronic miliary tuberculosis of primary infection ; 
and (2) chronic miliary tuberculosis of reinfection- 
(a) chronic generalised tuberculosis, (b) chronic 
granulie, (c) localised forms of hematogenous origin, 
and (d) non-apparent forms. In (1) the clinical 
onset was usually unrecognised or insidious, or 
associated with the symptoms of primary infection, 
showing high pyrexia and signs of broncho-pneumonia. 
In the generalised form death usually took place 
from meningitis. The recent work on primary 
infection, which had shown the frequency with 
which this syndrome is found in adolescents and 
young adults, had extended the clinical scope of the 
primary infection type of chronic miliary tuber- 
culosis. Further clinical study was needed to define 
it limits and characteristics at these age limits. 
With regard to (2) the speaker examining radiologically 
1176 students at Barcelona University had discovered 
in them all four varieties. The second variety, 
showing disseminated discrete nodules, were found 
in 5-6 per cent., and they were being followed up in 
order to ascertain whether these lesions played a 
pathogenic réle in the development of phthisis, or 
whether they should be considered merely as relatively 
recent remains of primary infection. Of the students 
with unsuspected lesions or with lesions associated 
with very slight symptoms, more than one-third 
showed lesions of the hematogenous type. In the 
first type, chronic generalised tuberculosis, the 
pulmonary involvement which the morbid anatomists 
nearly always found in the patients, did not give 
rise to clinical signs until in the advanced stage. 
In other cases extrapulmonary and pulmonary 
symptoms appeared at the same time, but the latter 
remained most obvious in most of the patients. 
Radiography of the lungs showed a chronic miliary 
picture. Further work might lead to the recognition 
of a hematogenous basis in certain unilateral lesions, 
and the systematic examination of the lungs in 
cases of chronic generalised tuberculosis should 
assist in their study. 


The remainder of the session was taken up by the 
presentation of cases for diagnosis by Drs. 8. VERE 
PEARSON and G. T. Hepert and Mr. H. P. NELson. 





X RAY DEVELOPMENT ON THE 
CONTINENT 


In the course of an address to the medical section 
at British Industries House Mr. C. Morgan Davies, 
of the engineering department of King’s College 
Hospital, gave some account of radiological develop- 
ment in northern Europe, based on a recent visit to 
20 hospitals and clinics in Belgium, Germany, and 
Holland, and some factories specialising in hospital 
X ray apparatus. Dr. Graham Hodgson presided. 
Mr. Davies was impressed, he said, by the rapid 
developments in electro-technics in hospital work. 
Short-wave generators for electrical treatment, high- 
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frequency spark cutters for operative purposes, 
numerous diagnostic aids, the X ray kymograph, 
cine-radiography, the tomograph, and many other 
devices are in some cases in regular use. The German 
hospitals also employ a larger number of radiographers 
and other medical auxiliaries than we do in this 
country and train them for a longer period. 

The tendency, noticeable in this country, to 
separate X ray diagnosis and therapy appears to be 
absent in Germany and Holland, where the services 
are under one director. In the newer hospitals it is 
customary to provide greater privacy for the patient 
by the installation of one or, at most, two pieces 
of apparatus in a room or cubicle. One important 
difference between British and continental diagnostic 
lay-out is in the machine control. On the continent 
the switch-table controlling the generator is always a 
fixture, being installed in a control cabin with observa- 
tion windows of lead glass and dark blinds, so that 
the operator may observe in three separate rooms, 
of which one may be in darkness for screening. 
Continental workers express surprise at our less 
scrupulous precautions to guard against stray radia- 
tion. In hospitals the generators themselves are 
housed in separate rooms, it may be on the level of 
the operating rooms, above or below them, con- 
trolled by switchgear housed in the cabins. The all- 
metal cabinet, a standard production of the factories, 
is however used in private installations and the 
smaller clinics. The examination rooms contain 
nothing other than the diagnostic apparatus, the 


tubes, and shock-proof cables. All installations 
visited were completely shock-proof; bare high- 


tension systems are rarely seen. The first shock-proof 
cable, installed at Heidelberg in 1928, is still in use 
and giving no trouble. There are several methods of 
connecting the transforming units to the X ray tubes ; 
some of these indicate the confidence placed by the 
makers in their cables. In one installation in 
Hamburg the transformers are connected to junction 
boxes by means of paper-insulated lead-covered 
cables buried in the plaster of the walls; some of 
these cables carry 200 kilovolts. In another installa- 
tion in Berlin the transformers are in the basement, 
the high-tension distribution gear in a loft above 
the operating rooms, the connexions being made by 
lead-covered conductors which run in cavities in the 
walls. Metal-covered wall ducts are common and 
the cable runs may be very long, sometimes 20 metres 
or more per pole. The three-phase unit is not found 
inferior to the single-phase in the production of 
contrasting radiograms. The rotating anode tube is 
firmly established ; there are at least 700 installed 
in Germany. In the diagnostic installations there 
are refinements for chest and stomach work. All 
the controls for screening, radiography, diaphragms, 
different coloured room lights, &c., are grouped to 
the left of the screen, handy for the operator. Foot 
switches are rarely seen. This equipment, observed 
through periods of intensive activity, appeared to 
meet every requrement with a minimum of trouble 
or effort. It combines minimum weight with great 
strength. Apparatus known as the tomograph and 
the introscope, for producing pictures of sections or 
layers of the human body, are in routine use at 
Berlin, Bonn, Heidelberg, and Rohrbach: 

Activity in X ray therapy is apparent everywhere. 
Here again the tendency is to limit the number of 
treatment couches to one per room. At the Louvain 


hospital the installation consists of eight tubes, four 
working at 200 kv. and four at 400 kv., the latter 
energised from cascade condenser units with gas- 
filled valves. 


Although these tubes are not shock- 





proof as generally understood, it is impossible for a 
patient to come into contact with 
conductors while undergoing treatment. One room 
housing two tubes has been designed for an ultimate 
tension of a million volts, with 5 em. of lead incor- 
porated in the walls. The ‘“ cannons ” installed some 
years ago in the Holfelder clinic at Frankfurt are all 
in daily use and giving satisfaction. It is well known 
that Germany has comparatively small supplies of 
radium, which probably accounts for the development 
of short-distance X ray therapy equipment seen in 
many hospitals and developed by Prof. Chaoul of 
Berlin. This therapy, which has much in common 
with radium treatment, consists of the application of 
a high dose carefully localised. The radiation is 
generated in a special tube having one electrode 
earthed, the anode in the case of the Chaoul tube, 
the cathode in the case of the tube used by Van der 
Plaats at Eindhoven. The apparatus is simple and 
comparatively inexpensive ; it will permit, it is stated, 
of a far greater number of treatments than is possible 
with radium, having regard to the quantities available 
and the ease of application. 


high-tension 


In thanking Mr. Davies for his lecture, which was 
followed by an interesting discussion, Dr. Graham 
Hodgson endorsed his plea for closer collaboration 
between the radiologist, the physicist, and the 
engineer, and he observed that the allocation of 
diagnostic and therapy work to two members of the 
staff in voluntary hospitals was probably due to the 
fact that one man is unable to give voluntarily 
the time necessary for the two departments. 


MEDICINE AND THE LAW 


Irish Free State Law against Contraceptives 

THE sale of contraceptives, or the advertisement 
or importation of them for sale, became a statutory 
offence in the Irish Free State last year. What 
seems to have been the first prosecution under the 
new law is reported from Waterford. A firm of 
pharmaceutical chemists was summoned for having 
imported, or attempted to import, a quantity of 
quinine pessaries. An official of the Free State 
customs, during the usual examination of imported 
goods, found these commodities and communicated 
by telephone with the defendant firm to whom they 
were consigned. According to the prosecution, a 
representative of the firm admitted that the goods 
were contraceptives and, when warned that they 
were liable to confiscation, answered that the customs 
authorities could keep them. The goods were then 


sent to Dublin to be destroyed. The definition of 
contraceptives in the Free State statute is * any 
appliance, instrument, drug, preparation or thing 
designed, prepared or intended to prevent preg 
nancy resulting from sexual intercourse between 
human beings.” A customs official seems to have 


been asked whether the telephone conversation did 
not include a statement that the commodities could 
have been used for dogs or cattle. A medical witness 
who described the nature and properties of quinine 
is reported to have said that, in the course of his 
experience and training, he had never heard of 
quinine pessaries being advocated or suggested fo1 
use in any obstetrical or, gynecological condition. 
A managing director of the defendants, producing the 
firm’s ledgers, read therefrom four instances in which 
medical officers had prescribed these pessaries ; he 
contended that the prescriptions did not contemplate 
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their use as contraceptives. The prosecution 
conceded that the firm was well managed and of 
high repute. The district justice, observing that it 
was a difficult section of the Act, dismissed the 
summons under the Probation of Offenders Act. 

The Irish Free State Act of last year under which 
this prosecution was launched contains, apart from 
Section 17, several fresh provisions against immo- 
rality. There are sections for the suppression of 
brothels and of prostitution, and there are various 
amendments of the Criminal Law Amendment Act, 
1885, which is still the basis of the law of offences 
against women and girls in the Free State. 


Murder Conviction Quashed on Fresh Medical 
Evidence 


Last week in R, v. Harding the Court of Criminal 
Appeal did two unusual things ; it allowed an appeai 
against a conviction for murder and it permitted 
fresh evidence to be called on appeal. Mrs. Harding, 
aged 31, was the mother of four children; the 
youngest was a baby six months old. The case for 
the Crown at the trial was that she deliberately 
threw her child into the canal. Her own story was 
that she had been sitting on a seat, nursing her baby, 
when she felt faint and giddy; that she rose and 
walked a little way and fainted on the bank; and 
that, when she came to, she saw the baby in the 
water. No one else was present who could say what 
happened. There was some other evidence which 
told against Mrs. Harding—for instance, her sub- 
sequent conduct after she knew the child was in the 
water; but the main point in the case was the 
rapidity and the degree of the immersion. A medical 
witness, called for the prosecution, described the 
results of the post-mortem examination of the child. 
No medical witness was called by the defence. On 
appeal, Mrs. Harding’s counsel obtained leave to 
call another medical witness. This was Dr. J. C. M. 
Matheson, medical officer and governor of Holloway 
Prison. He had been present in his official capacity 
during the trial. He now told the court that the 
post-mortem condition described was compatible 
with death from shock due to water suddenly entering 
the baby’s nostrils. He considered that such a shock 
might have resulted if the baby fell from its mother’s 
arms and rolled down the bank into the water. 
Counsel submitted that, if this evidence had been 
tendered at the trial, it might well have inspired 
the jury with a reasonable doubt of Mrs. Harding’s 
guilt. The Court of Criminal Appeal accepted this 
contention. The judges could not say that, if this 
evidence had been tendered at the trial, the summing- 
up might not have been different and the jury might 
not have come to a different conclusion. The con- 
viction was therefore quashed. 

Two points may be worth a final word. First, 
the Lord Chief Justice, in delivering the judgment 
of the appellate court, was careful to observe that 
the circumstances were quite exceptional and unpre- 
cedented and were never likely to be repeated. In 
other words, the Court of Criminal Appeal is guarding 
itself against the risk of being asked to reopen every 
vase on appeal by the tendering of fresh evidence. 
The proceedings on appeal are not a rehearing. 
The appellate tribunal has been conspicuously 
reluctant to hear fresh witnesses—particularly per- 
haps medical witnesses where the defence is insanity. 
Secondly, it seems strange that the evidence offered 
on behalf of Mrs. Harding on appeal was not offered 
at the original trial. The explanation is that she 
was defended under the Poor Prisoners’ Defence 
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Act. She had therefore, apparently, inadequate 
facilities for obtaining the help of medical evidence 
to rebut the medical evidence adduced by the Crown. 
There have, however, surely been cases where the 
accused, having been granted legal aid at the public 
expense, has had the advantage of being able to call 
expert witnesses in support of the defence. It would 
shock the publie conscience if it were true that the 
defence of poor persons is not properly equipped. 


Claim for Damages for Food Poisoning 


In Mence v. Thierry a visitor unsuccessfully sued 
a hotel for damages for alleged negligence and breach 
of warranty in respect of food served at luncheon. 
He said he stayed at the hotel on a golfing holiday 
last September and was given a croquet of salmon 
and turbot served in a scallop shell with cheese sauce ; 
he complained that it was unfit for human consump- 
tion and that he suffered from gastro-enteritis as a 
result of eating it. He said he was violently sick in 
the afternoon and two days later, being still ill, he 
returned home on medical advice; he had been 
unable to attend regularly to his business till January. 
Doctors called by the plaintiff could give the court 
no other explanation of his illness except the eating 
of the fish. On the other hand, it was contended 
that the browning of the sauce at grilling heat would 
kill any germs. There was also evidence that 85 
portions of this dish were served and that the plaintiff 
made the only complaint. Mr. Justice Porter said 
he accepted the fact that the plaintiff expressed 
dissatisfaction with the taste of the fish at the time, 
but it was not established that the eating of the fish 
caused the illness. The poison was toxic and not 
bacterial; though the salmon and turbot were 
mixed and served to a number of people, nobody 
else was affected ; the course of the plaintiff's illness 
did not seem to be such as would be attributable to 
toxic poisoning. It would, said the judge, be too 
speculative to find in favour of the plaintiff; the 
ease had not been made out, and there must be 
judgment with costs for the defendant hotel. 


AUSTRALASIA 


(FROM OUR OWN CORRESPONDENT) 


INTRAVENOUS OLIVE OIL EMULSION THERAPY 

CONSIDERABLE interest has been taken recently 
in Australia in the claims made for the intravenous 
injection of olive oil in the treatment of septicwmia, 
pneumonia, and certain toxic conditions. A report 
has appeared! of a case diagnosed as septicemia, 
the infection following removal of tonsils and 
adenoids. The only treatment given was a three- 
hourly intravenous injection of olive oil, followed 
by a daily maintenance dose. Within seven hours 
there was a remarkable improvement in the tempera- 
ture, which dropped 4° F. and returned to normal 
next day, after which recovery was rapid and 
uneventful. Good results are reported in other 
cases. This method of treatment has _ resulted 
from the work of V. G. Walsh and A. C. Fraser.’ 
The experimental basis is that when lethal doses 
of various toxins are mixed with olive oil and injected 
into animals, death does not take place, and that 
similar absorption of the toxin takes place when the 


1 Med, Jour. Australia, 1935, i., 661. 
? Jour. of Physiol., 1933, lxxviii., 467; and Brit. Med. Jour., 
1934, i., 424. 
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olive oil is introduced into the blood of patients with 
toxin circulating in their blood. Walsh invented 
an ingenious machine for emulsifying the oil so 
that the droplets should be sufficiently small to 
pass the capillaries without fear of embolism. 

In criticisms of the method it has been objected 
that the experiment on which it is based is unsound, 
and that the recoveries claimed for the oil are capable 
of other explanations and may be due, for example, 
to the crisis in pneumonia, the bursting of abscesses 
internally, or to therapeutic measures such as 
curettage employed at the same time as the injections. 
Cerebral embolism, hamaturia, and death. are said 
to have occasionally followed the introduction of 
oil and the analogy of another oil—sodium morrhuate 
—as an occasional cause of embolism has been 
quoted. Itis known that solutions of various chemical 
substances in olive oil—e.g., local anaesthetics 
are absorbed extremely slowly when injected into 
the subcutaneous tissues of the body, and this is the 
basis of the use of A.B.A. and similar solutions. 
We know little, if anything, of the absorption of 
oily solutions introduced intravenously, and the 
hypothesis that the oil introduced into the blood 
stream will attract and absorb circulating toxin 
is entirely unsupported by any evidence. It has 
even been suggested that any therapeutic effects 
of olive oil might be just as well expected if it were 
given by mouth instead of intravenously. Further, 
the claim that it is of value in pneumonia and septi- 
cemia must surely imply that its action is not 
only one of absorption of toxin but also directly 
bactericidal. Many who have seen the oil used 
therapeutically are far from convinced. It is thought 
that sufficient patients have been treated for a 
proper record of a consecutive series to have been 
published instead of reports of occasional and seem- 
ingly miraculous The crucial experiment 
on which the treatment should rest is surely the 
giving of a lethal dose of toxin, followed by an 
intravenous injection of the emulsion. It is more 
or less generally felt that the method should be 
much further investigated experimentally before 
being used therapeutically in man. 


cases. 


MOTOR ACCIDENTS 


The problem of the prevention of motor accidents 
is disturbing the Governments of both New South 
Wales and Victoria. In the former, figures for 
January and February, 1936, show an increase of 
43-9 and 51-9 per cent. on the corresponding months of 
last year and 1934 respectively, allowance having been 
made for the number of cars. Taxi-cabs have been 
involved in more accidents than their numbers 
warrant. As in England, there is some difference 
of opinion about the responsibility of high speeds 
for accidents and there is considerable opposition 
to the introduction of low speed limits. The latest 
investigations have been directed to the responsibility 
of new cars for accidents. The percentage figures 
of these were 15-4 of the total registrations and 
were involved in 21-9 of the accidents during last 
December and January ; new lorries and vans (19-0) 
were concerned in 29-2 and new motor-cycles (9-4) 
in 22-6. Many suggestions are being made for 
drastic amendment of the present traffic laws, 
including provision for compulsory third-party 
insurance. 


MATERNAL AND INFANT WELFARE 


Dr. R. Marshall Allan, professor of obstetrics in 
the University of Melbourne, in the course of the 


PARIS 
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annual Ann Mackenzie oration, criticised the Federal 
Government’s decisions for the expenditure of money 
subscribed for infant and maternal welfare. It was 
more a spectacular gesture, he said, than one likely 
to lead to any permanent improvement. The 
public has been confused by statements concerning 
the maternal mortality-rate in different countries 
and he thought that inaccurate comparisons of 
Australia with other countries are being made, which 
tend to make the public believe that Australia is 
much worse off than is the case. The present system 
of compiling statistics in different countries affords 
an opportunity to the propagandist to alarm the 
public. Much good has come from antenatal clinics, 
which should be placed under medical supervision, 
and baby health centres are of considerable value. 


PARIS 


(FROM OUR OWN CORRESPONDENT) 


PRECAUTIONS AGAINST INFECTION AT 


AUTOPSIES 


A SERIES of post-mortem room infections has led 
Dr. L. Mourier, administrative head of the Assistance 
Publique in Paris, to issue a rather strongly worded 
circular to the directors of the public hospitals here. 
He pointed out that some laxity has crept into the 
conduct of post-mortem examinations, which accord- 
ing to the regulations should be strictly supervised 
by the heads of hospital services. It seems that 
hospital externs have of late been in the habit of 
conducting them not always under the eyes of their 
teachers. This practice has its raison d’étre ; what 
is more simple and convenient for a busy hospital 
physician or surgeon than to let externs carry out 
by themselves the more or less mechanical preliminary 
stages of a necropsy, and only when all the organs 
have been isolated to visit the post-mortem room 
and inspect them with his interns and others? Dr. 
Mourier’s injunction to the heads of hospital services 
to spend more of their valuable time in the super- 
vision of autopsies has not been taken in good part, 
and it has even been suggested that his circular was 
inspired by a craving to play to the gallery occupied 
by representatives of ratepayers disinclined to pay 
for the cost of accidents. It is certainly true that 
in his circular Dr. Mourier washed his hands of all 
pecuniary responsibility for such infections, insisting 
that the infected extern or his hospital chief must 
in person pay the piper. The storm of protest against 
the circular has successfully blown it back into 
Dr. Mourier’s office where it has been interred. 
Another edict, drafted in a more chastened spirit, 
has now replaced the first. Henceforth post-mortem 
examinations are still to be conducted by externs 
and interns, but there is to be a certain tightening 
up of the formalities in the hope that carelessness 
conducive to post-mortem room infections will be 
checked. 

EXPLOITATION OF THE 
THE 


PUBLIC 
RICH 


HOSPITALS BY 


With every increase in the comfort provided by 
the French public hospitals there is a corresponding 
increase in the number of well-to-do patients anxious 
to enjoy it. This may seem natural enough to the 
public in general and particularly to those patients 
who, like your John Gilpin, have a frugal mind ; but it 
sticks in the gullets of the private practitioners who 
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lose these patients and of the hospital doctors who 
inherit them and have to treat them for nothing. 
An echo of these sentiments is to be found in an 
appeal issued by Dr. Georges Audain to all whom 
it may concern to add to the dossier he is building 
up about well-to-do patients who have crept into 
beds needed by the poor. This appeal is addressed 
not only to general practitioners and hospital doctors, 
but also to hospital interns and externs. Indeed, 
it is for these prospective doctors that Dr. Audain’s 
activities should, in his opinion, prove most bene- 
ficial, for they nay well find on starting medical 
practice in a few years’ time that this tendency has 
grown into a habit so widespread that they may find 
no private patients awaiting them. Specially selected 
for the black list are the well-to-do provincials who 
come to Paris to fill the one-bed wards of the general 
hospitals. It seems a pity that anyone and everyone 
should be roped in to spy on the proceedings, however 
nefarious, of supposedly well-to-do patients enjoying 
the hospitality of beds in public hospitals. Wealth 
and poverty are such relative conceptions that a 
callow medical student can hardly be expected to 
pose as a judge and denunciator in so delicate a 
matter; and it is to be hoped that the hospital 
authorities themselves will deal with it and not 
leave it to any budding Sherlock Holmes, 


BACK TO THE LARGE-WARD HOSPITAL 


Dr. Raphaél Massart, who is on the editorial staff 
of Concours Médical, has contributed an essay to 
that journal on the virtues of the large 30-bed ward 
and the vices of the hospital partitioned off into a 
lot of small wards. He admits that the evolution 
from the large to the small ward has for some time 
been a tendency common to hospital architects as 
a class. In the provinces as well as in Paris the large 
wards are falling into disrepute to the disadvantage, 
according to Dr, Massart, of all concerned, the patient 
included. In the modern small-ward hospital, 
doctors, nurses, and medical students play a con- 
tinuous game of hide-and-seek. All cannot be in 
the same small ward together, and there is an inces- 
sant scuttle from one ward to another, with opening 
and shutting of doors, shouting, and other evidence 
of distraction. How can thoracentesis or lumbar 
puncture be demonstrated to a class when all con- 
cerned are packed like herrings in a barrel? In the 
small ward, supervision of the patient is hampered 
and he is tempted to indulge in forbidden conspira- 
cies with those who visit him. Left to himself, he 
becomes bored and does not enjoy those minor services 
which patients in a large ward render each other with 
more promptness and camaraderie than overworked 
nurses, It is so much easier to ask your convalescent 
neighbour in the bed next you to pass you the urinal 
than to lie helpless and fuming in a single-bed ward 
ringing and waiting and waiting and waiting. 
Yet another fault inherent in the one-bed ward is 
the temptation it offers to the well-to-do patient 
who does not deserve it. What has hitherto kept 
him out of the public hospitals has been his dread 
of the many-bed ward—whose attractions seem some- 
how or other to have escaped his notice. 


GRANTS TO LEEDS HOsPITALs.—Grants totalling 
£57,660 have been made to Leeds hospitals by the 
Leeds and district workpeople’s hospital fund. The 
grants include an award of £40,000 to the General 
Infirmary. The income of the fund increased last 
year by over £6000, owing to an increase in the work- 
shops of the city. 
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BRITISH CONGRESS OF OBSTETRICS 
AND GYNZCOLOGY 


THE tenth meeting of this congress held at Belfast 
on April Ist to 3rd, Prof. R. J. JoHNSTONE presiding, 
was mainly devoted to discussions on the 


RESULTS OF CONSERVATIVE TREATMENT 


in its various aspects. At the first morning session Prof. 
JAMES HENDRY spoke on Conservative Treatment of 


° The Ovaries 


He said that ovariotomy was the pioneer abdominal 
operation, representing the triumph of surgical 
technique over physiological principles. The prac- 
tice of ovariotomy depended on an ill-founded belief 
in the ovary as the cause of pelvic pain; whereas 
conservative treatment was based on the recognition 
of the ovary as an endocrine gland with many 
functions: fertility, menstruation, and balanced 
endocrine function, the loss of which constituted the 
pathological menopause. Experimental work on 
ovarian grafts had demonstrated the superiority of 
ovaries in situ over all grafts, which were liable to 
degenerative changes and in any case functioned 
only for a limited period. All who had used grafts 
agreed that a graft cannot compare with a normal 
ovary. Conservation of fertility required an intact 
uterus and persisting ovulation, with access to the 
uterine cavity, but a relatively small amount of 
ovarian tissue was necessary. Prof. Hendry referred to 
the case in which Sir Halliday Croom had removed 
both ovaries and implanted an ovary from another 
woman ; four years later the patient had a normal 
confinement. Conservation of menstruation required 
a menstruating surface and an adequate amount of 
ovarian tissue. Menstruation could be re-established 
by ovarian grafting. The duration of efficiency of 
ovarian grafts was from two to three years. Con- 
servation of endocrine balance was difficult to assess ; 
** flushings’’ were the most reliable sign. The dis- 
turbance caused by the spontaneous menopause 
varied in different individuals. In the absence of 
the uterus an ovarian transplant had no value and 
in the conservation of endocrine balance only a 
limited value. The subjective symptoms of con- 
tinued ovarian function were too uncertain to be of 
much value; the three important physical signs 
were (1) high glycogen content in vaginal mucous 
membrane, (2) homogeneous grade A flora in vagina, 
and (3) continued acidity of vaginal secretion 
(pH 4-0 to 4-6). The dangers of conservative treat- 
ment of the ovaries were: degenerative changes in 
retained ovarian tissue, malignant changes, and 
changes in ovarian grafts. Prof. Hendry suggested as 
possible conclusions: (1) Ovarian tissue should be 
saved in situ wherever possible. In one of his cases 
a large ovarian dermoid was removed on one side 
and a smaller dermoid resected on the other, leaving 
a little ovarian tissue; pregnancy followed five 
months later. (2) Conservative treatment of pelvic 
inflammatory lesions was advantageous ; late opera- 
tion, if it became necessary, allowed better scope for 
preserving ovarian tissue in its natural relationships. 
(3) Where a functional part of the uterus was saved 
and healthy ovarian tissue could not be retained in 
its natural relationships, ovarian grafts might be 
used to conserve either fertility or menstrual function. 
(4) In the absence of a uterus the conservation of 
ovarian tissue was not essential; in these cases the 
administration of standardised ovarian hormones was 
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of more permanent 
ovarian tissue. 


use than retained or grafted 


The Fallopian Tubes 


SOLoMONS said that for acute sal- 
pingitis palliative treatment was the method of 
choice. The arguments had been effectively discussed 
at a previous congress, and therefore need not be 
further considered. In the investigation of chronic 
salpingitis it must be remembered that lipiodol was 
not altogether safe. Five deaths and 13 infections 
had been reported in 2000 cases, and the danger 
was increased if the injection was followed by 
immediate operation. The inflation test might give 
a false impression of blockage, if fibroids and 
retroversion were present, unless an X ray examina- 
tion was made. Operative treatment designed to 
produce fertility yielded success only in 10 per cent. 
of cases and this should be explained to the patient 
and to her husband, who should, moreover, be 
tested for fertility before the wife is treated surgically. 
From the answers to the questionnaire sent out it 
had emerged that Dr. Rubin operates more and more 
on all parts of tubes with good results. Operation 
was much more likely to result in patency than 
in pregnancy; but pregnancies had followed all 
types of operation, including the resection of the 
uterine end and implantation. 


The Uterus 


Prof. A. LEYLAND RosBInson described the functions 
of the uterus under the headings (1) reproductive, 
2) menstrual, (3) sexual, (4) metabolic, (5) mechanical, 
(6) sociological, and discussed the principles under- 
lying the application of conservative measures. 
Among the simple expectant methods of conserving 
the pregnant and the non-pregnant uterus, the 
practice of antenatal work, he said, took pride of 
place. Antenatal period began during the intra-uterine 
life of the individual. Unfortunately the success of 
this antenatal work had given rise to a new type of 
obstetrician who emphasised the necessity for the 
practice of conservative methods during pregnancy, 
but regarded labour more as a surgical procedure 
than a natural process, and Cesarean section as the 
only means of dealing with any complication arising 
during the act of birth. The increasing pupularity 
of the lower segment technique had, however, set 
up a current in favour of conservatism by demon- 
strating that it was safe and indeed advantageous 
to give the natural powers fair trial before resorting 
to surgical methods of delivery. Postnatal care was 
still far behind antenatal work ; the development of 
many morbid conditions and much dysfunction could 
be avoided by the application of the appropriate 
method at the proper time. In gynecology expectant 
methods were employed with fair success for acute 
uterine infection, but their application to subacute 
and chronic conditions was much less satisfactory. 
In severe cases of inflammatory disease the best 
results could still only be obtained by the employ- 
ment of radical methods. In the treatment of 
certain types of innocent uterine tumours, expectant 
methods might be employed with safety and success, 
but in malignant neoplasms conservative treatment 
had but a small part to play. Perhaps the practice 
of better postnatal care, such as the careful immediate 
repair of cervical injuries inflicted during labour, 
would reduce the present: incidence of carcinoma of 
the cervix. Those clinics where all torn cervices were 
repaired reported a lower incidence of carcinoma. 

Conservatism in surgery had been encouraged by 
the success of simple surgical measures for innocent 
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not supported by the literature ; 
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tumours, for example, myomectomy for fibroids 
The most recent figures, published by Fahndrich, 
suggested that the risk entailed by the conservation 
of the cervix in subtotal hysterectomy for malignant 
disease of the body of the uterus had exag 
gerated. The additional immediate risk of a total 
hysterectomy over a subtotal one must be taken into 
consideration when the the 
operations was taken. The conservation of uterine 
function had still further by the 
modern conception of the significance of uterine 
displacements. It was now realised that active 
interference was rarely réquired for simple types of 
backward displacement. Surgical methods had also 
been displaced by the introduction of other forms of 
treatment such as radium, X rays, 
therapy ; since irradiation was not entirely a 
servative method of treatment it was to be hoped 
that in the future hormone therapy might replace 
X rays and render surgery obsolete. Much of ow 
best treatment was still necessarily empirical. D1 
Robinson then indicated briefly the problems awaiting 
solution in connexion with the four topics chosen 
for special investigation which were to be the subject 
of communications by other members of the congress : 
myomectomy, radium for intra-uterine bleeding, the 


been 


decision between two 


been encouraged 


and hormone 


con 


treatment of endocervicitis, and the scope of hormone 
therapy for functional hemorrhage. 
Mr. A. A. GEMMELL gave a report on 


Myomectomy 


based on a study of the literature, the replies to a 
questionnaire sent all over the world, and the case 
records of a group of Liverpool gynecologists. 
Abdominal myomectomy only was considered, as 
vaginal myomectomy so often meant nothing more 
than the removal of a fibroid polyp. The advantages 
were that the operation involved no physiological 
changes, but this was no compensation if it entailed 
greater risks than did hysterectomy. The decision 
between the operations could not be taken until the 
abdomen was opened. The contra-indications were 
malignant change or degeneration; Victor Bonney 
and Leith Murray held that red degeneration and 
hyaline change were not contra-indications. Ihe 
incidence of sarcoma occurring in a fibroid varied in 
different reports from 0°24 to 2°3 per cent. The 
lowest percentage given was 0°09. The main principles 
to be observed in carrying out the operation were 
asepsis, hemostasis, peritonisation, and the closure 
of cavities. Mr. Gemmell himself did not practise 
lipiodol radiology. The mortality of myomectomy 
was about 2 per cent., the chief cause cf death being 
sepsis. Normal menstruation continued in over 
80 per cent. of the cases. Bright Banister had reported 
six myomectomies for sterility followed by pregnancy. 

The objections which had been brought up against 
the operation were (1) an alleged high morbidity, 
(2) the danger of 
rupture of scar in subsequent pregnancies—no such 
accident had occurred in the Liverpool series though 
11 cases were recorded in the literature ; and (3) the 
possibility of recurrence. The average recurrence 
rate was about 4 per cent., and it must be remem- 
bered that fibroids might recur in a cervical stump. 
In making the decision the age of the patient must 
be considered, and also the thoroughness with which 
seedlings would be removed. Most recurred 
within five years or not at all. Of operations under- 
taken during pregnancy 81 per cent. were followed 
by living children. The danger of abortion was 
least in operations done at about the fifth month. 
During labour the mortality of the operation was 
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15°4 per cent., so that it was safer at this period to 
do hysterectomy. 
Discussion 


Dr. GeorGE Gray Warp (New York) said he was 
in accord with what previous speakers had said 
except for slight differences in detail. Conservation 
of ovarian tissue was now his rule. He agreed that the 
life of grafts was limited, but thought it worth while 
to insert them even if their activity lasted only a 
few years. He described a case in which he had 
removed two ovarian cysts the size of grape-fruits 
in a young recently married woman ; he had shelled 
out the cysts and made two tiny rudimentary ovaries. 
The patient subsequently bore a healthy child. As 
to the Fallopian tubes, Frank Simpson, of Pittsburg, 
produced an epoch-making contribution to gynx- 
cology when in 1909 he advocated delayed operation 
in acute tubal inflammation. The operative mortality 
in acute stages was 20 per cent., and in the delayed 
operation only 1 per cent. An operation delayed 
until symptoms had completely subsided and tem- 
perature had been normal for three weeks was the 
accepted practice in America to-day. General 
surgeons still tended to say: ‘“‘ Hot appendix, hot 
tube; out it comes.” Dr. Gray Ward described a 
case operated on for sterility and adhesions four 
years after an acute salpingitis, a hydrosalpinx being 
removed on one side and salpingostomy being per- 
formed on the other. Pregnancy followed five 
months later. He also described and showed illus- 
trations of an operation for temporary sterilisation, 
and reported a case of pregnancy following a second 
operation to reopen tubes. 

Dr. O’DonEL Browne (Dublin) said that the 
results of his operations for restoring the patency of 
the Fallopian tubes had hitherto been disappointing, 
and that patients should be warned not to expect 
too much. He described a case where he had done 
an end-to-end anastomosis of one tube and found 
the condition of the other hopeless. The patient 
subsequently became pregnant and was delivered by 
Ceesarean section, when it was seen that the anasto- 
mosis had failed and the ‘hopeless’? tube had 
recovered, He described some interesting operations 
on rabbits’ tubes, of which the results were not yet 
ready for publication. 

Mr. EarpLey Ho.Lianp, speaking on the con- 
servation of ovarian tissue, said that nearly everyone 
was careless of the need to leave some ovarian tissue 
behind. Dermoids and epoéphoric cysts should 
always be shelled out, and this was worth while 
even if only a few ovarian follicles were left. Mr. 
Holland had operated on two patients with bilateral 
dermoids, both of whom had since had children. In 
bilateral endometrial cysts it was always possible to 
leave a little ovarian tissue, and in four such cases 
the women had since had children. He had never 
succeeded in leaving ovarian tissue in pseudo- 
mucinous cysts, and doubted whether it would be 
right to try. Otherwise it was worth while running 
the risk of a further operation. Speaking of tubal 
conservation, he said that the fimbriated end was 
not necessary for the occurrence of pregnancy ; if, 
therefore, the middle of the tube was stenosed, it was 
only necessary to excise this portion or simply to snip 
it apart. Anastomosis was unnecessary. 

Prof. E. FARQUHAR MuRRAY, speaking on the con- 
servative treatment of ovaries, reminded the congress 
that even in very young women ovarian cysts might 
prove to be malignant. As to tubes he recommended 
the injection of lipiodol before operating on a tubo- 
ovarian mass, otherwise it might be impossible to 
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estimate the degree of patency. The lipiodol might 
also prove to be curative. He thought that the high 
mortality of myomectomy combined with Czsarean 
section was accounted for by the fact that many of 
the cases for which these procedures were performed 
together were cases of obstructed labour. 

Prof. J. YounG doubted whether it was often 
possible to be conservative in cases of endometrioma. 
He thought the risk of panhysterectomy was so 
much greater than that of subtotal hysterectomy 
that the former procedure should not be advocated 
in a teaching school. He agreed that cervical infee- 
tions were among the commonest gynecological 
conditions and applauded Dr. Herd’s reference to the 
cervix as the “ pelvic tonsil.” Faulty drainage made 
cervical lesions very unlikely to heal spontaneously, 
and one of the most essential points in their treatment 
was full dilatation of the cervix. He agreed with 
Dr. Gray Ward that cauterisation should be super- 
ficial and not deep, and said that it was important 
to puncture all follicles in addition. Many cervical 
lesions caused referred pain in the iliac fossa. This 
could be stirred up by touching the cervix and often 
disappeared when the cervical tension was relieved. 
Other reflex symptoms might be bladder irritation 
and pain in the renal area due to irritation of the 
pelvic sympathetic fibres. 

Prof. D. DouGat said that he was brought up in a 
radical atmosphere where if the uterus was removed, 
the ovaries were removed too. He had since become 
a left wing or centre conservative, and did not even 
agree that the ovaries should be removed at the 
menopause, for this made subsequent adjustment 
more difficult. He agreed with Dr. Young that in 
endometrioma there was only occasionally scope for 
conservative measures, and thought it possible that 
retained ovarian influence might keep the growth 
active. With regard to myomectomy, he thought it 
was no satisfaction to a patient to have an operation 
and not be cured of her symptoms. He did not 
consider panhysterectomy more dangerous than 
subtotal, and the former had the advantage of an 
opening into the vagina for drainage. 

Prof. Mires PHILLIPs said he was an ardent sup- 
porter of panhysterectomy but did the subtotal 
operation in selected cases. He stressed the value of 
an historical survey as a means of preventing 
dangerous swings of the pendulum. He had no 
experience of ovarian grafting, but had had very good 
results from leaving scraps of ovary in situ. He had 
regretted having left it in cases of true endometrioma. 
He believed that if the uterus had to be removed, 
the patient was better without the ovaries and 
quoted his case of a girl of 18 where the uterus and 
ovaries were removed for sarcoma _ botryoides ; 
ten years later the patient was living happily married 
with no sign of lack of ovarian function. The 
worst cases of lacerated cervix were best treated 
by the Sturmdorff amputation, which did not 
lead to delay in labour. Carcinoma of cervix 
was the only type of carcinoma which was on 
the decrease, and this was due to more frequent 
amputations. 

Prof. R. M. WiInpDEYER (Sydney) said he was 
interested to hear that red degeneration of fibroids 

yas rare in England. It was very rare also in his 
experience. He was glad that the meeting favoured 
conservation. He had removed a fibroid from the 
lower part of the uterus in a patient five months’ 
pregnant, and though the membranes were practically 
exposed he had oversewn the area, and the patient 
subsequently had a normal delivery. 
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At the first afternoon session, Prof. FLETCHER SHaw 
presiding, Dr. 8. B. HerpD read a communication on the 


Conservative Treatment of Endocervicitis 


He said that for the purpose of this paper endo- 
cervicitis had been taken to include all pathological 
conditions of the cervix, with the exception of acute 
gonorrheal, tuberculous, and syphilitic infections, 
and all neoplastic conditions. Conservative treatment 
could be defined as the employment of those measures 
likely to produce best results with the least possible 
interference with the normal genital functions. 
Dr. Herd then discussed the advantages and dis- 
advantages of conservative measures, taking cog- 
nisance of the following factors: relief of symptoms, 
effect on possible pregnancy, prevention of malignancy, 
and subsequent development of stenosis. 

The analysis of successful therapeutic measures 
was difficult because the condition was often 
plicated by something else 
Of the various methods of treatment antiseptics 
(mercurochrome douches, and so forth) had their 
place. The results of curetting the cervix were 
unsatisfactory. Ultra-violet light was useful if 
combined with diathermy. Caustics might do good, 
but might lead to stenosis. Thermo- or electro-cauter- 
isation with preliminary dilatation of the cervix to 
ensure good drainage was favoured by some.  Dia- 
thermy coagulation in the opinion of many authorities 
had replaced almost all other methods unless the 
lacerations were very deep. Trachelorrhaphy was 
best done soon after parturition. The questionnaire 
issued on the subject had given rise to very varied 
replies. For deep lacerations most of those who 
answered preferred amputation, usually Sturm- 
dorff’s. In Liverpool the majority of cases of 
torn infected cervix were treated by Sturmdorff’s 
amputation. Coagulation diathermy, cauterisation, 
and Sturmdorff’s operation all increased fertility. 
There was slightly more danger of abortion after 
amputation, also of delays in the first stage of labour. 
In a series of 7000 cases of amputation of cervix no 
cancer had developed. Hemorrhage and infection 
were more likely to follow deep cauterisation than any 


com- 
for example, prolapse. 
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other treatment. In Dr. Herd’s view it was necessary 
to use different methods for different cases. 

Dr. Gray Warp agreed on the importance of 
varying the type of treatment to suit the case, and 
laid stress on the difference between cauterisation, 
which was a burn, and might be followed by stenosis 
and electrocoagulation which caused no 
charring. In his postnatal clinie 50 per cent. of 
cases were found to have cervical erosions. If lacera- 
tions and erosions were still present after eight weeks 
they were treated by diathermy as ambulatory cases. 
There were only two failures in 120 
stenosis followed. 

In the absence of 
communication on 


tissue 


cases and no 
Dr. De Sa through illness, his 
Conservative Therapeusis in 
Gynecology was not delivered, and instead Dr. 
JAMES HEYMAN (Stockholm) discussed a 
not on the official programmes, namely 


subject 


Grouping of Cases of Cancer of Cervix 


He said that uniformity in estimating results was 
only possible if these were based on an absolute 
as opposed to a relative cure rate, but that many 
clinics could not state their absolute cure rate because 
they dealt only with The relative 
cure rate was much less accurate, but when it was 
employed, similar groups of cases should be compared. 
He reminded the members of the now 
definitions of the four stages of carcinoma of cervix, 
but deplored the fact thai different clinicians were 
not agreed on the stage to which a given case should 
be assigned, particularly as between stages 2 and 3. 
He then showed about 20 beautifully prepared 
schematic drawings of cases in all four stages and 
invited the members of the indicate 
on sheets of paper prepared for the purpose the 
stages to which they would the different 
cases. He felt it necessary to add that no prize would 
be awarded for the best achievement. Later, when 
Dr. Heyman thanked his ‘“ collaborators’ for their 
assistance in relegating the cases to their appropriate 
groups, it became clear that he had by no means 
overstated difference of opinion that might well 
vitiate statistics. 


selected 


cases, 


classical 


congress to 


assign 


(To be continued) 
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‘** Merseyside ; the Relief of the Poor’ Prof. Caradog 
Jones suggests that the lower rate of benefit paid to 
the sick man, as compared with the unemployed 
man, results in the unemployed man when sick being 
transferred from the unemployment insurance fund 


Sickness and Unemployment Benefits 


THE National Insurance Gazette is concerned over 
the different levels of benefit for the same trouble. 
The Gazette points out that when recommending the 
reduction of unemployment insurance contributions 
by ld. per week for each party the Statutory Com- 
mittee indicated that social insurance should be looked 
at as a whole. This recalls the position which 
existed in 1911 when unemployment insurance 
constituted Part Il. of the first National Insurance 
Act. The provision for unemployment is already on 
a higher scale than that for sickness ; in many cases 
it approaches the level of wages and may even surpass 
wages. There are dangers in having the benefit 
rates for unemployment and for sickness at widely 
differing levels, as there are also dangers in making 
the compensation for loss of wages in any particular 
case equal to, or greater than, wages. In the com- 
mittee’s opinion any increase of unemployment 
benefit rates in general should now be made only 
after full consideration by Parliament, as an act 
of deliberate social policy, and not simply because 
a decline in unemployment has produced a surplus 
in the Unemployment Fund. In a pamphlet entitled 


to the rates—the sick man calls on public assistance 
to make up his sickness or disablement benefit to 
something comparable with unemployment benefit. 
The sick man needs no less money than when he is 
well; his recovery is assisted by adequate nourish- 
ment, and the knowledge that his dependants are 
not suffering. Whether the money from insurance 
funds should be supplemented by the ratepayer 
or by the State is not for us to decide, but the wide 
divergence in the benefit rates for unemployment 
and for sickness is illogical. Admittedly there is a 
closer hold, through the employment exchanges, on 
the recipient of unemployment benefit than on his 
ailing brother, in the mind of whose insurance doctor 
there may be conflict whether or not to certify him 
as incapable of work. When work is plentiful there 
is little incentive for the insured person to prolong 
his disability, particularly if sickness pay falls far 
short of what can be earned at work, but there is also 
the danger of a premature return. The Gazette 
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would like a Royal Commission to consider the whole 
question and make recommendations for coérdination, 
possibly also with a view to laying down a minimum 
weekly sum for workmen’s compensation benefit. 
There are tiresome anomalies—for instance the black- 
coated worker often has his sickness benefit made 
up to his normal salary, at any rate for a time, by 
his employer, but the artisan is seldom so lucky; 
increase in the statutory rate of sickness benefit would 
benefit the employers in the first class but not in the 
second. Our system of social insurance has grown 
up piecemeal and there are many who think that such 
an examination of it is overdue. 


Notification of Tuberculosis in London 


In the county of London for the four years 1931 
to 1934 some 12 per cent. of pulmonary and 40 per 
cent. of non-pulmonary cases of tuberculosis were 
not notified before death. Many others were only 
notified at a very late stage of the disease or even 
when death was impending. In view of the fact 
that all forms of tuberculosis were made compulsorily 
notifiable as long ago as 1912, it is rather disturbing 
to find that so many cases still evade the supervision 
of the local public health department. The London 


PUBLIC 


The New Clean Milk Policy 


THE new designations for milk in commerce did 
not come into force on the first of this month as 
expected. The operation of the new order has been 
postponed until June Ist and the Minister of Health 
has not yet announced his decision about the designa- 
tions themselves. It seems clear that sufficient time 
has not elapsed for those concerned to appreciate 
all the points made by Prof. G. 8. Wilson and his 
colleagues in a critical study of the bacteriological 
grading of milk which appeared in January and was 
then summarised in our columns (Jan. 25th, p. 217). 
The new grades of milk, as set out in the draft order, 
are to be graded partly on the number of bacteria 
they contain—a maximum of 30,000 and 100,000 
per c.cm. for the two grades of pasteurised milk ; 
200,000 for the two grades of fresh milk. But after 
the end of the present year the bacteriological test 
for fresh milk will be replaced by the methylene-blue 
reduction test, and about the working of this test 
there has evidently been some misconception. Prof. 
Wilson’s committee found the methylene-blue test 
fulfilled most of the requirements demanded of a test 
for the routine grading of raw milk, but they expressed 
doubt whether the test was suitable for the examina- 
tion of freshly pasteurised milk. Mrs. Foot, a 
‘* Certified ’’ milk producer of Berkhamsted, added a 
teaspoonful of cow manure to some one-pint samples 
of her high-grade milk, sent the mixture to a bacterio- 
logist, and was assured by him that the milk easily 
passed the standard laid down for the new tuberculin- 
tested grade. She was, it seems, unaware that in 
the new order the Minister has definitely lowered the 
standard of cleanliness. There is no longer any grade 
of milk corresponding to the present top grade known 
as Certified which is what Mrs. Foot herself produces ; 
but apart from this the experiment itself was not 
very wisely conceived. Although manure contains a 
fairly large number of organisms, many of them are 
dead and it is well known that gross particulate 
matter can be added to milk without greatly affecting 
the plate count. The addition of manure to Certified 
milk produces only a small absolute increase in the 
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medical benefit subcommittee has been considering 
how an earlier notification of cases might be secured. 
The omission may in part be explained by the fact 
that under Article 5 of the Public Health (Tuber- 
culosis) Regulations, 1930, a medical practitioner is 
not required to notify a case if he has reasonable 
grounds for believing that the case has in fact already 
been notified in the district. The doctor may be 
wilfully misled by the patient who does not wish to 
be visited and advised from the dispensary. Tuber- 
culous patients may fear to be told they are suffering 
from the disease and refrain on this account from 
placing themselves under the care of a doctor until 
the disease is far advanced. The committee felt 
helpless to persuade patients to apply earlier to their 
doctors. Butas the outcome of its inquiry it has issued 
a letter to each doctor on the list containing a reminder 
that under Clause 9 (13) of the terms of service an 
insurance practitioner is required to prepare and send 
(on Form G.P. 17) to the tuberculosis officer a report on 
each patient whom he finds to be suffering from tuber- 
culosis as soon as he makes the discovery. Medical 
officers of health of London boroughs are beinginformed 
of the action taken by the committee in the hope that 
non-insurance practitioners may be led to coéperate. 








plate count and generally lowers the reduction time 
by about one hour—the reduction time still being 
longer than that laid down for the new tuberculin- 
tested grade. This is abusing the test because it does 
not condemn a milk of a higher standard of cleanliness 
than the one for which the test was proposed, If 
the Ministry had wished to retain the present Certified 
standard and had laid down a reduction time of 
(say) 7} and 8} hours, in summer and winter respec- 
tively, then Mrs, Foot’s manure-contaminated milk 
would have been condemned. It seems worth while 
to make it clear that Mrs. Foot’s experiment was 
not designed to prove what it was intended to prove. 
The methylene-blue reduction test, like many other 
tests in applied chemistry, is only valid within certain 
limits within which it is intended to be used, and the 
standards laid down refer only to milk that has been 
kept at atmospheric temperature for the prescribed 
time. Crude extraneous matter can be detected 
much more easily by simple sediment tests than by 
any bacterial test, and the bacterial tests that are in 
use are not designed to detect matter of this type. 
Even the coliform test is not of any real value for 
the purpose ; though it is true that the addition of 
manure to milk will probably be reflected in- the 
occurrence of coliform bacilli, the reverse does not 
hold true. Should such bacilli be found in milk it is 
not justifiable to conclude that the milk is con- 
taminated with excremental material. There are 
many other sources of coliform bacilli on a farm. 
Moreover it is quite possible for manure-contaminated 
milk to pass both the plate-count and the coliform tests 
at present laid down for Certified milk. 

The real conclusion is that the methylene-blue 
reduction test seems satisfactory for grading milk on a 
basis of bacterial cleanliness, provided the reduction 
time is adjusted to the particular grade of milk which 
the test is designed to control. The plate-count 
and the methylene-blue tests give closely related 
results, and there seems no reason to doubt that the 
grading of milk will be any less satisfactory when 
performed by the reduction test than when performed 
by the plate count. There are indeed several grounds 
for believing the contrary. 
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CORRESPONDENCE 


VITAMIN B, BY INJECTION IN THE 
TREATMENT OF NERVOUS DISEASES 
To the Editor of Tue LANCET 


Smr,—A propos of your annotation on Dr. Ritchie 
Russell’s work on the parenteral administration 
of vitamin B, (March 28th, p. 727) brief details of a 
case of polyneuritis which I have recently been 
treating with a similar preparation may be of 
interest. In this case the product used was prepared 
by Glaxo Laboratories over two years ago and 
contains 100 international units of vitamin B, per 
5 ¢.em. 

The patient, a woman of 24, developed a rapidly 
spreading polyneuritis of unknown origin, with 
widespread sensory loss and weakness especially 
of the left arm and leg. On March 13th last she 
could not lift her left arm or leg off the bed nor turn 
herself over; even to raise her head was an effort 
and there was marked wasting of some of the arm 
muscles, particularly the intrinsic muscles of the 
hand. Injections were given on March 13th, 19th, 
23rd, and 27th. On March 15th—i.e., two days 
after the first injection—she could keep her hand 
raised above her head, on March 19th she turned 
herself over in bed, and on March 25th she stood up 
out of bed (without permission). She can now 
walk tolerably well, has full, though weak, movements 
of her hands, and the wasting of the muscles is already 
much less. The sensory loss has been much slower 
in returning, though the last four days have 
shown considerable improvement. The wasting 
of the muscles seems to show definitely that this 
is not a case of neurosis, as one might otherwise 
suspect. 

For the past five years I have been using a solution 
of vitamins A and D for parenteral administration, 
also made by Glaxo Laboratories, and have written 
a paper on the highly interesting results which will, 
I hope, shortly be published. It is however worth 
recording that when summarising my preliminary 
results in my M.D. thesis three years ago I made 
the same observation which Dr. Russell has made 
in connexion with vitamin B,—namely, that the 
parenteral injection seems to give a quick response 
apart from any demonstrable vitamin deficiency. 
But while he suggests that this might be used to 
diagnose vitamin deficiency I suggested that it might 
be used to investigate the action of vitamins by 
studying the effects of a rapidly induced excess rather 
than a slowly induced deficiency. Both suggestions 
are, I believe, of value. 

As not long ago I wrote a letter in the British 
Medical Journal championing the cause of the foreign 
chemical firms, I hope I may here say, without 
offence or chauvinism, that when our own firms are 
able and willing, even anxious, to provide these 
experimental products, it seems a pity that Dr. Russell 
should have gone to a continental firm for his supplies, 
even though it be to one of the supreme excellence 
of Hoffmann-La Roche. Compliance with British 
ethical standards and government regulations puts 
a heavy handicap on our pharmaceutical manu- 
facturers which is not always realised, and if they 
lack deliberate support from pioneers in treatment 
they are more heavily handicapped still. 


I am, Sir, yours faithfully, 


Winsford, Cheshire, April 3rd. W. N. Leak. 


SARDINES UNFIT FOR HUMAN FOOD 
To the Editor of Tur LANCET 


Sir,—Under the above heading, on p. 800 of your 
last issue, you say ‘“‘A recent prosecution at the 
Mansion House disclosed some discreditable dealings 
in sardines unfit for human food. For some reason, 
which puzzled the presiding alderman, a consignment 
found unsatisfactory when examined at the London 
Docks last July was not condemned and destroyed 
forthwith at the time but was allowed to be sent 
back to the Portuguese packers.” These words 
might be taken to suggest that the officers of the 
Port of London Sanitary Authority were at least a 
party to the “ discreditable dealings Officials of 
the public services are not expected to defend them- 
selves in the press, and I have therefore allowed the 
observations of the magistrate as reported in the 
Times of March 27th to pass without comment, but 
[ feel that I am justified in taking exception to 
your report of the case. 

For some time past the Port of London Sanitary 
Authority has, quietly and without appeal to a 
magistrate’s court, been dealing with the problem 
of the contamination of sardines with lead and great 
improvement has been effected. It was neither 
necessary nor desirable to ruin the sardine industry 
and the English importers by suddenly insisting on 
a change in old-established methods of preparation 
and packing. The object was simply to reduce to 
a minimum the amount of lead unwittingly ingested 
by the inhabitants of this country. Consignments 
found on chemical analysis to contain more than a 
few parts per million of lead have been stopped in the 
port and, for the reasons stated, have been returned 
to the packer on receipt of a guarantee that they 
would not be returned to any port in this country. 

The consignment in question was, on its arrival 
in the Port of London in July, observed to contain 
a number of tins which had been blown and resoldered. 
Samples on analysis were found to contain 36 parts 
of lead per million. It was therefore obvious that 
no part of the consignment could be passed for human 
consumption in this country and the question arose 
whether it was reasonable to put the importer to the 
expense of sorting it, seeing that even any tins which 
appeared sound on external examination would not 
be allowed to be sold in this country because of the 
lead content. Out of consideration for the importer, 
whose honesty there was then no known reason to 
doubt, it was decided to permit him to return the 
whole of the consignment to the packer on receipt 
of a guarantee from the packer that the goods would 
not be returned to any port in the United Kingdom. 
This guarantee was in due course received from 
Lisbon through the importer and in early September 
the goods were checked outward from this port. 

It is easy to be wise after the event, but at the 
time there was no reason to suspect that the course 
pursued was other than eflicient so far as the protection 
of the public health of this country is concerned and 
fair and just to the English importer. I was present 
in the court at the time of the prosecution but 
was given no opportunity to tender any explanation 
of the line of action which puzzled the magistrate, 


I am, Sir, yours faithfully, 


Cuas, F, WHITE, 


April 3rd, Medical Officer of Health, Port of London, 
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MICTURITION AND THE PROSTATE 
To the Editor of THE LANCET 


Srr,—Recent articles in your columns by Dr. Paul 
Niehans and others regarding the treatment of the 
enlarged prostate remind us of a leading article in 
THe LANceT of 1930, ii., 805, on Lord Moynihan’s 
Toronto address. In discussing this address you 
suggested that ‘‘the difficulty in making progress 
(in natural knowledge) lies not in finding answers 
to questions but in framing the questions.” It 
seems to us that the time has come to ask 
‘How much and in exactly what manner does 
the enlarged prostate interfere with micturi- 
tion?” If the work of Niehans and others 
is accepted it becomes obvious that current theories 
of the physiology of micturition in general and of the 
pathological physiology of the prostate in particular 
are inadequate. It is, we think, generally admitted 
by physiologists that there are lacun# in our know- 
ledge of the physiology of micturition, but it is our 
impression that surgeons have been too complacently 
satisfied as to the manner in which ‘ prostatism ”’ 
interferes with micturition. 

Our results in a small series of cases fully bear 
out Dr. Niehans’s claims. Our earlier technique 
was less simple than that of the Steinach II. ligature 
and we have abandoned it in favour of Niehans’s 
simpler method. But it is a humiliating and mortify- 
ing fact that we were encouraged to try the method 
because we had examined post-operatively patients 
operated upon by a surgeon in this country whose 
methods of attracting patients to himself are not 
those sanctioned by the profession. We are not 
acquainted with the surgeon referred to but we under- 
stand that since 1917 he has performed his operation 
over 8000 times and it is common knowledge that 
he is operating upon an average of ten patients per 
day at the present time. Here, if you please, is a 
mass experiment ! 

We were at a complete loss for even a partial 
scientific explanation of the good results prior to the 
publication of Niehans’s article in your columns. 
The results seemed to be too uniformly successful 
to be explained upon the basis of the well-known 
remissions and exacerbations of “ prostatism.”’ 
Further, in none of our cases has the prostate appeared 
to decrease in size though micturition is free and the 
residual urine diminished or even abolished. In 
your annotation (Feb. 22nd, p. 439) you comment 
on Dr. W. E. Lower’s results as follows: ‘‘ Unfortu- 
nately the improvement was almost entirely sympto- 
matic, for the size of the prostate . . . had as a rule 
not altered.” The reply to this comment is the 
question: ‘‘ What kills the patient: simple enlarge- 
ment of the prostate or lack of complete urinary 
excretion ?’’ Results now being reported indicate 
the possibility of the two being divorced. 

We are, Sir, yours faithfully, 
FRANK RIGGALL, 
Prairie Grove, Arkansas, March 25th, CECIL RIGGALL, 


GLUCOSE-SALINE IN TOXIC DIPHTHERIA 
To the Editor of THe LANCET 


Str,—I have been so impressed by the success 
of glucose-saline administration in a case of almost 
hopeless diphtheria that I would like to hear of its 
trial in our larger fever hospitals. A child of 6 
was admitted to my care from a home where two 
children had already died after a few hours’ illness. 
Although a large dose of diphtheria antitoxin separated 
the membrane within 36 hours, serious symptoms 
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rapidly developed. Vomiting persisted to such an 
extent that the child’s systolic pressure fell to 80, 
and in spite of rectal glucose-saline she became so 
dehydrated as to appear moribund. At this stage 
an intravenous saline with 2 per cent. glucose was 
tried with success which led to complete recovery. 

If I had to deal with many such cases I would 
institute continuous intravenous drip as a routine, 
giving 2 per cent. glucose-saline by the apparatus 
suggested by Farquharson, and using the internal 
saphenous vein near the ankle so as to control the 
apparatus at the foot of the bed. The piercing of 
the rubber tubing by the serum needle would provide 
ready access for antitoxin in whatever dose or doses 
it is thought desirable. Atropine, strychnine, 
adrenaline, or other drugs could be readily adminis- 
tered by the nurse through the same channel; and 
the continuous drip of 20 to 30 drops of the solution 
per minute could be continued until all danger of 
toxzmia had passed. 

I am, Sir, yours faithfully, 
GILBERT BURNET, 


Medical Superintendent, Isolation Hospital, 


April 4th. Hemel Hempstead. 


*,* The value of glucose in toxic diphtheria is 
recognised by two at least of the medical superinten- 
dents of London fever hospitals. Last year in our 
own columns Dr. N. D. Begg wrote (1935, i., 484) : 
‘“* Antitoxin intravenously and intramuscularly, and 
dextrose intravenously and by mouth, are accepted 
as the basis of treatment in diphtheria”; and Dr. 
E. H. R. Harries wrote (1935, i., 1341): ‘In the 
toxic case prognosis, immediate and remote, is 
definitely improved by the exhibition, in addition 
to antitoxin, of glucose at first intravenously, and 
then, for the next ten days at least by mouth.”’- 
Ep. L. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 28TH, 1936 

Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 2260; diphtheria, 1171; enteric fever, 
13; pneumonia "(primary or influenzal), 1286 ; 
puerperal fever, 46 ; puerperal pyrexia, 115 ; cerebro- 
spinal fever, 35; acute poliomyelitis, 5; acute 
polio-encephalitis, 1; encephalitis lethargica, 7; 
dysentery, 41; ophthalmia neonatorum, 90. No 
case of cholera, plague, or typhus fever was notified 
during the week, 

The number of cases in the Infectious Hospitals of the London 
County Council on April 3rd was 6843, which included : Scarlet 
fever, 984; diphtheria, 1070; measles, 3302; whooping- 
cough, 693; puerperal fever, 16 mothers (plus 10 babies) ; 
encephalitis lethargica, 282; poliomyelitis, 5. 


At St. 
Margaret’s Hospital there were 25 babies (plus 10 mothers) 
with ophthalmia neonatorum, 


Deaths.—In 121 great towns, including London, 
there was no death from small-pox, 1 (1) from enteric 
fever, 104 (38) from measles, 7 (1) from scarlet fever, 
32 (7) from whooping-cough, 35 (6) from diphtheria, 
57 (17) from diarrhoea and enteritis under two years, 
and 79 (12) from influenza, The figures in paren- 
theses are those for London itself. 

The mortality from measles is now falling, the figures for the 
ns eight weeks (working backwards) being 104, 114, 105, 84, 

78, 58, 34 for the country as a whole, and 38, 62, 58, 47, 
38° 18, 14, 13 for Greater London. Liverpool reported y deaths, 
Leeds 6, "Acton, Croydon, Dagenham, Gateshead, Manchester, 
York, and Birmingham each 3; no other great town more 
than 2. Liverpoo! and Birmingham each reported 4 deaths 
from whooping-cough, no other great town more than 2. Deaths 
from diphthe were reported from 22 great towns, 3 each from 
Luton and Birmi ngham. 


The number of stillbirths notified during the week 
was 288 (corresponding to a rate of 45 per 1000 
total births), including 43 in London. 
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DAVID MACKAY CASSIDY, M.D., D.Sc., 
F.R.C.P. Edin. 

Dr. David Cassidy, who died at Salisbury on 
April 3rd in his ninetieth year, was son of Lieut.-Col. 
T. Cassidy of the Army Pay Department, and the 
eldest of three brothers, all of whom entered the 
medical profession. During his boyhood his father 
was stationed in Canada, and David began his medical 
studies at McGill College, Montreal, of which univer- 
sity he was at the time of his death the oldest 

graduate. It was a 
9 ,; . great disappoint- 
’ ment to him that 
ill-health prevented 
him from travelling 
to Montreal in 1925 
in order to accept 
the honorary 
degree of LL.D. 
which the Univer- 
sity of McGill then 
offered to confer 
upon him. After 
graduating in 
Canada he went to 
Edinburgh Univer- 
sity, where he 
obtained the 
degrees of M.D., 
D.Se. (Public 
Health), and the 
F.R.C.P. From the 
outset of his 
career he was 
interested in psychiatry, and soon after leaving 
Edinburgh he became assistant medical officer at 
the Inverness county asylum. He was regarded as a 
young man of exceptional brilliance, as will be 
manifest from the fact that at the early age of 25 
he was appointed deputy medical superintendent 
under Dr. Wm. Orange at Broadmoor. Five years 
later, in 1876, he became medical superintendent to 
the county asylum at Lancaster, one of the largest 
institutions of its kind in the Kingdom. This 
important post he held with distinction for a period 
of no less than 50 years, for, at the earnest request of 
his committee, he did not retire until the year 1926, 
at the age of 79. He was a progressive administrator, 
for he was a pioneer in the introduction of female 
nurses for male mental cases, and Lancaster was one 
of the first mental hospitals to be equipped with a 
pathological laboratory and an X ray installation. 
In recognition of his work at Lancaster he was 
created ©.B.E. in 1925. 

Dr. Cassidy married Miss Helen Angus, who 
predeceased him. He leaves three daughters and 
two sons, both of whom are members of the medical 
profession. 


[Photograph by Wynspeare Herbert 


DR. CASSIDY 


NORMAN HALIBURTON HUME, M.B. Durh. 


Dr. Norman Hume, who died at Brecon on 
March 29th, had a distinguished career in the Indian 
Medical Service before settling in Wales 15 years ago. 
Born in Neweastle-upon-Tyne, he was educated at 
the preparatory school there and at Uppingham, 
returning to Newcastle for his medical course which 
he completed at the London Hospital, graduating 
M.B.Durh. in 1904, the same year as his brother 
(Prof. W. E. Hume) graduated at Cambridge. He 
joined the I.M.S. two years later, was at first medical 
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officer of the 2nd Rajput Light Infantry at Secundera- 
bad, and later superintendent of jails. He was 
employed during the war on the Afghan frontier, 
being invalided with pneumonia and empyema. 
Later he was administrator and surgeon at the 
General Hospital, Calcutta, where he gained much 
surgical experience. On retiring with the rank of 
captain in 1921 he joined the late Dr. T. P. Thomas 
in practice at Brecon, and on his death in 1930 
remained in partnership with Dr. D. L. Lees and Dr. 
David Kyle. His surgical record gained him the 
appointment of surgeon to the county hospital, where 
his operation list was frequently comparable to that 
at any general hospital. His surgical opinion was 
widely sought in the neighbourhood ; he was surgeon 
to the King Edward VII. Memorial Sanatorium at 
Pontywal, and recently medical officer to Christ 
College, Brecon. Dr. Hume was a keen sportsman, 
using his scanty leisure mostly in fishing. 


MONTAGU DAVID EDER, B.Sc. Lond., 
M.R.C.S. Eng. 


Dr. Eder, who died in London on March 30th, 
was a leading figure in the Zionist movement and 
well known for his researches into analytical therapy. 
Born in London in 1868, the son of David W. Edet 
he was educated in Brussels, took the London B.Sc. in 
1891, and then entered St. Bartholomew’s Hospital 
as a medical student, qualifying with the conjoint 
diploma in 1895. He held for a time appointments 
in educational and sanitary services, became an 
active member of the Fabian Society, and being 
able to travel extensively used his opportunities to 
make close study of methods of psycho-analysis in 
use in many foreign centres, pursuing lines of investi- 
gation that might lead to the better territorial and 
political establishment of the Jewish race. For a 
time he lived in Palmira, Colombia, and was later 
appointed surgeon to the Bolivian Government. 
Returning to England he took up analytical therapy 
as a specialty and was the first secretary of the 
British Psycho-analytical Society. Becoming phy- 
sician to the London Clinie for Psycho-analysis, his 
kindly disposition and outstanding desire to help his 
patients found full expression in his psychological 
work. He wrote much in scientific journals, and 
made useful communications to international con- 
gresses of medicine. For a time he was joint editor 
of School Hygiene. He translated Freud on Dreams 
and Jung on Studies in Word Association. 


Dr. FRANK ERNEST GUNTER, who died on April 2nd 
at Rochester, was born in 1869, educated at Edinburgh 
University and the Middlesex Hospital, and qualified 
in 1891, becoming M.D. Edin. in 1923. He joined the 
R.A.M.C. in 1895, became major in 1907, and was 
temp. col. while A.D.M.S. of a division in 1916. 
He became a specialist operating surgeon and in 
1917 he was awarded the D.S.O0. After his retirement 
from the Army in 1918 he joined the staff of the 
Margaret-street Hospital, and became _— specially 
interested in the use of tuberculin both in phthisis 
and in asthma. For some time past he had been 
chief medical referee to the Sun Life Assurance 
Company of Canada. 


Dr. WILLIAM TURNER, M.V.O., who died in an Edin - 
burgh nursing-home,was for more than 30 years surgeon 
to the Colonial Hospital at Gibraltar. Born at Keith, 
Banffshire, in 1856, the son of Dr. Robert Turner, 
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he graduated M.A. at Aberdeen before studying 
medicine at Edinburgh, where he took his M.B., C.M. 
in 1879 and M.D. two years later. After holding 
resident hospital posts he was for some time assistant 
in general practice until his appointment at Gibraltar 
in 1882. There he was also medical officer to the 
asylum and prison, and chief medical adviser to the 


Colonial Government. He had also an extensive 
general and consulting practice in Algeciras. 


He took the L.M.S. Madrid in 1913. From 1914-19 
he was principal medical officer at Milton Hill war 
hospital, Berks. Dr. Turner was a fellow of the 
Royal Geographical Society and the author of various 
articles on conditions at Gibraltar. After his retire- 
ment he travelled round the world. 


Colonel JosrEpH MACNAUGHTAN CHRISTIE, who 
died in London on March 31st, had practised for 
many years at Wanganui, New Zealand. Born 
in 1871, son of John Christie of Glasgow, he qualified 


M.B. Glasg. in 1893, M.D. four years later, and 
F.R.C.S. Edin. in 1898, After serving as surgeon 
to the Anchor Line he settled in New Zealand, 
becoming surgeon to the New Plymouth and 
Wanganui hospitals. On the outbreak of war in 


1914 he joined the N.Z. Medical Corps, served in the 
Hospital Ship Maheno, and was appointed consulting 


surgeon to the Forces. In 1919 he was created 
C.B.E. (Mil.) and returned to New Zealand as 


president of the medical appeal board. When all 
the troops had been repatriated Dr. Christie settled 
in London, where he maintained his interest in New 
Zealand affairs. He married Miss V. A. M. Bayley, 
of New Plymouth, Taranaki, N.Z. 


THE SERVICES 


ROYAL NAVAL MEDICAL 
Surg. Comdr. (retd.) F. G. H. 
Surg. Capt. (retd.). 
Surg. Comdrs. R. K. Shaw to Drake for R.N.B. 
A. L. McDonnell to Drake for Devonport Dockyard. 
Surg. Lt.-Comdr. (D.) D. Barker and Surg. Lt. F. W. A. 
Fosbery to Pembroke for R.N.B. 
Surg. Lt. (D.) A. McD. Watson to Woolwich. 
ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Lt.-Comdr. C. C. Ungley and Surg. Lt. H. A. 
Lockhart transferred from List 2 to List 1 of the Tyne 
Division. 
Surg. Sub-Lts. T. D. R. Aubrey and P. M. 
promoted to Surg. Lts. 
ROYAL ARMY MEDICAL CORPS 
Maj. C. A. Hutchinson retires on ret. pay. 
Capt. R. A. M. Humphrey retires receiving a gratuity. 
Short Service Commissions: Lt. I. U. Young to be 
Capt. REGULAR ARMY RESERVE OF OFFICERS 
Maj. L. C. Hayes ceases to belong to the Res. of Off. 
on account of ill-health. 
TERRITORIAL ARMY 
Capt. Graeme Gibson Talbot (New 
Corps) and Lt. D. R. Hood to be Capts. 
R. J. Kellar (late Offr. Cadet, Edinburgh Univ. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Lt. 
Capt. A. Pain to be Maj. 
W. G. Love (late Offr. Cadet, Edinburgh Univ. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Lt. 
TERRITORIAL ARMY RESERVE OF OFFICERS 
Capt. R. P. Anderson, M.C., relinquishes his commn. 
and retains his rank. 
ROYAL AIR FORCE 
Flight Lt. W. Hall is transferred to the 
Class D. 
Flying Offr. C. F. R. Briggs to No. 1 School of Technical 
Training (Apprentices), Halton. 


SERVICE 
R. Black to rank of 


, and 


Inman 


Zealand Med. 


Reserve, 
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INDIAN MEDICAL SERVICE 

The promotion to rank of Maj. of the undermentioned 
officers is confirmed: 8. P. Joshi and J. L. Donnelly. 

Lt. (on prob.) J. F. A. Forster to be Capt. (on prob.). 

Capt. R. L. Raymond is confirmed in his appointment. 

Maj. A. L. Robb, Medical Officer at Army H.Q., reverts 
to the home establishment and vacates his appointment 
after three months’ summer leave. 

Indian Medical Department: Lt. 
S. D. Rieley retires. 

The notification in the Gazette of May 10th, 1935, 
regarding the appointment of Lts. Harbans L. Khosla, 
Nisar Mohammad Durrani, Suraj Prakash Wanchoo, 
Sharad Chandra Misra, and Shri Rameshwar is cancelled 
(vide Toe LANCET, May 18th, 1935, p. 1184). 

COLONIAL MEDICAL SERVICE 

The following appointments have been 
Medical Officers: Dr. W. 8S. Davidson, West Africa ; 
Dr. K. J. Gilchrist, Gibraltar; and Dr. J. O. Poynton, 
Malaya; Dr. W. R. Logan, Assistant Medical Superinten- 
dent, Mental Hospital, Singapore. Dr. W. E. Glover 
becomes Deputy-Director of Medical Services, Nigeria, 
and Miss M. Gosden Pathologist, Medical Department, 
Trinidad. 


(Sen. Asst. Surg.) 


made : 


DEATHS IN THE SERVICES 

Major-General JAMES BARNETT WILSON, who died on 
April Ist at Broughshane, co. Antrim, was born in 1862, 
and educated at Queen’s College, Belfast, and Edinburgh 
University, qualifying M.D. in 1883. Entering the R.A.M.C. 
in 1886 he became colonel in 1915, major-general in 1918, 
and retired in 1921. He served on the North-West Frontier 
of India 1897-8 (medal with clasp), in South Africa, 1901—2 
(Queen’s medal with five clasps), and in the war 1914-18 
as asst. director of medical services. He was mentioned 
in despatches and was created C.M.G. in 1916 and C.B. 


(Mil.) in 1918. From 1904-1909 he occupied posts in 
Egypt and from 1912-14 was senior medical officer in 
Jamaica. He married in 1895 Kathleen Dorothea, 


daughter of Captain David Aird, R.N., and had two sons, 
of whom the younger is Capt. D. A. O. Wilson, R.A.M.C. 





BRITISH POSTGRADUATE MEDICAL SCHOOL 


An intensive course, intended primarily for practitioners, 
will be held at this school from May 4th to 16th (10.30 to 
4.30 daily). Among those giving lectures and demon- 
strations will be Prof. F. R. Fraser, Mr. St. J. D. Buxton, 
Sir Maurice Cassidy, Mr. Zachary Cope, Dr. F. G. Chandler, 
Sir Thomas Dunhill, Mr. Bright Banister, Dr. E. Mapother, 
Mr. J. P. Hosford, Prof. Leonard Findlay, Mr. A. J. 
Watson, Mr. Charles Donald, Dr. R. T. Brain, Dr. Janet 
Vaughan, Dr. E. H. R. Harries, Prof. James Young, 
and Dr. D. T. Davies. Sessions will also be held at the 
Royal London Ophthalmic Hospital, the National Hospital, 
Queen-square, the Central London Throat, Nose, and Ear 
Hospital, and the Hospital for Sick Children, Great Ormond- 
street. Early application for membership of this course 
is recommended, and further information may be had 
from the dean of the school, Ducane-road, London, W.12. 
Similar courses will also be held from June 8th to 20th, 
July 6th to 18th, Sept. 21st to Oct. 3rd, and Oct. 26th 
to Nov. 7th. 

On Mondays from April 20th to July 6th at 3.30 P.M. 
lectures on recent advances in gynecology will be given 
by the following: Dr. J. M. Robson (female sex endo- 
crinology), Mr. Frank Cook (dysmenorrhea), Prof. R. W. 
Johnstone (hormone therapy in gynecology), Mr. Wilfred 
Shaw (irregular uterine hemorrhage), Mr. V. B. Green- 
Armytage (sterility), Prof. W. Fletcher Shaw (genital 
prolapse), Mr. Bright Banister (fibromyoma of uterus), 
Mr. Victor Bonney (carcinoma of uterus), Miss Louisa 
Martindale (radiation therapy in gynecology), Prof. Miles 
Phillips (neoplasms of the ovary), and Mr. L. Carnac 
Rivett (inflammatory diseases of tubes and ovaries). Appli- 
cations for this course should reach the dean by April 14th. 

On Thursdays from May 7th to June llth at 2.30 p.m. 
Sir Henry Gauvain will give six lectures on surgical tuber- 
culosis, and from May 21st to June 25th at 3p.m. Dr. R.A. 
Young will lecture on non-tuberculous pulmonary diseases. 
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PARLIAMENTARY 


NOTES ON CURRENT TOPICS 


Public Health Bill 


In the House of Lords on Thursday, April 2nd, 
Viscount GAGE moved the second reading of the 
Public Health Bill. He said that it represented 
a further stage in the task of consolidating and 
bringing up to date the Statutes for whose administra- 
tion the Ministry of Health were responsible. The 
Bill was based on the work of a Departmental Com- 
mittee appointed in 1929 under the chairmanship 
of the late Lord Chelmsford. The first result of the 
labours of that committee was the Local Govern- 
ment Bill passed in 1933. After the death of Lord 
Chelmsford the committee continued its work under 
the chairmanship of Lord Addington and proceeded 
to consider the second part of its task—namely, 
the law of public health. The possibility of producing 
a single Bill dealing with the whole of the law on 
this subject was considered by the committee, but 
they came to the conclusion that such a Bill would 
run to the quite unmanageable length of about 1000 
clauses and that the balance of advantage lay in the 
preparation of a series of Bills not exceeding 350 
clauses each. 

The present Bill represented the first of the series 
and dealt with provisions of a strictly public health 
character, relating principally to sanitary matters 
and to the prevention and treatment of disease. 
Other and later Bills would deal with such topics 
as streets, open spaces, markets, and food. In the 
main the clauses of the Bill were a re-enactment of 
the great Public Health Act of 1875 and of amending 
Acts passed in 1878, 1885, 1890, 1907, 1921, and 
1925 ; but in addition a number of Acts such as the 
Notification of Births Acts of 1907 and 1915, and the 
Maternity and Child Welfare Act, 1918, which dealt 
with public health matters but did not technically 
form part of the public health code, had been 
re-enacted. The Bill did not deal with London, whose 
public health administration was founded on separate 
Statutes, except as regarded a few matters in which 
the London County Council had asked for the Bill 
to be applied to their area. The fact that the Bill 
repealed in whole or in part some 30 to 40 Acts of 
-arliament and substituted 334 clauses for something 
like 600 sections on the existing legislation was a 
measure of the simplification which it achieved. 

The Bill, like the Local Government Bill of 1933, 
combined consolidation with a limited amount of 
amendment. The opportunity had been taken to 
clear up a number of points on which the law had been 
notoriously obscure and unsatisfactory, the chief 
of these being perhaps the question of the vesting 
of sewers and the relation between sewers and 
combined drains. Another important clarification 
which the Bill sought to effect related to the right 
of appeal against orders, requirements, and other 
decisions of local authorities. It was plainly necessary 
that a Bill of this size and importance should be 
subjected to a close scrutiny by Parliament and the 
Government therefore proposed to adopt the course 
taken with the Local Government Bill of 1933 and 
to invite the two Houses of Parliament to appoint 
a Joint Select Committee to undertake a detailed 
examination of the Clauses. It was hoped that the 
committee might begin its work shortly after the 
Easter recess and that it might thus be possible for 
the Bill to reach the Statute Book in the present 
session. It was not the aim of the Bill to lay down a 
perfect public health code, but rather to gather 
together for the first time in orderly and intelligible 
shape the whole of the law relating to the matters 
with which it dealt, and thereby to provide a firm 
foundation and starting point for any necessary 
future legislation. 

After further debate, the Bill was read a second 
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time, Viscount GAGE then moved that it be referred 
to a Joint Committee of both Houses of Parliament. 
and the motion was agreed to. 


HOUSE OF COMMONS 
WEDNESDAY, APRIL Is17 
Use of Margarine in Royal Air Force 
Mr. Leacu asked the Under-Secretary of State for 
Air if he was aware that at least 14 county councils and 
24 large municipalities had lately abandoned margarine 
for butter in their homes, hospitals, and public assistance 
institutions ; that many of them already noted an improve 
ment in the health and happiness of the inmates since 
tinned milk and margarine were given up; that the 
dietary practices of the defence forces’ authorities were 
now falling seriously behind those of the local authorities ; 
and if he, in the interests of the Air Force would make 


this reform in diet Sir P. Sassoon replied: The present 
arrangements in regard to the supply of margarine are 
under review. No decision has yet been reached, 


Medical and Psychological Treatment of Offenders 

Mr. Turton asked the Home Secretary whether, with 
a view to making appropriate provision for the accommoda 
tion of such cases, he would issue a circular to magistrates 
asking them to give an estimate of the number of cases 
each year that came before them where medical or psycho 
logical treatment, as recommended by the departmental 
committee on persistent offenders, would in their opinion 
be of value.—Mr. Grorrrey Lioyp, Under-Secretary, 
Home Office, replied: I am afraid it would not be 
practicable to obtain in the manner suggested estimates 
which would be of value. The question whether a 
particular offender is suitable for treatment of the kind 
indicated is often one of difficulty and may require skilled 
investigation over a considerable period. It would be 
impossible to obtain from each of the 1000 courts of 
summary jurisdiction estimates framed on a common 
basis or forming a reliable guide to the probable number of 
offenders for whom some form of medical or psychological 
treatment would be appropriate. 

Mr. Turton: As it is now nearly four years since the 
committee reported and made this recommendation, 
will my hon. friend take into account that fact and the 
grave dissatisfaction which exists at the delay in carrying 
it out ? 

Mr. Luoyp: The Home Secretary has sent a circular 
to the courts. It may have arrived at different times, 
but there is no reason to suppose that the courts are not 
acting on it. 

THURSDAY, APRIL 2ND 
Aliens and Medical Practice in Britain 

Mr. CHartes Taytor asked the Home Secretary 
whether he was aware that certain alien refugees who were 
permitted to res: ‘e in this country for the purpose otf 
obtaining British medical qualifications were taking up 
appointments in this country ; and what steps he proposed 
to take to stop this practice, in view of the undertakings 
given by the Home Oftice.—Mr. G. Luioyp, Under- 
Secretary, Home Office, replied : Since March of last year 
refugees who have applied for permission to reside in this 
country for the purpose of medical study have been 
informed that permission can only be granted on the 
clear understanding that after qualifying they will not be 
allowed to establish themselves in medical practice in 
the United Kingdom, but will be expected to leave the 
country ; but amongst the refugee doctors who came here 
before that date there is a limited number to whom it 
has been thought right on various special grounds to 
grant permission to practice in this country after they 
have obtained a British medical qualification and been 
admitted to the British Medical Register. The number 
of cases in which such permission has been granted is 148. 

Mr. Taytor: Could the hon. gentleman say what are 
these special cases ? 
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Mr. Lioyp: In some cases of eminent medical men 
having special attainments their colleagues in this country 
have asked for them to be allowed to practise here. 

Mr. Watkins: Does that reply mean that those who 
are not regarded as special cases are by the action of the 
Government forced to go back to Germany and suffer 
the persecution that is involved ? 

Mr. Luoyp: No, Sir, not necessarily, but the hon. 
Member will appreciate the Government have to consider 
first of all the interests of British subjects. 

Mr. Datton: Would it not be possible to send some of 
these people to Palestine where their services are badly 
needed ? 

Mr Lioyp: My information is that there is already 
a surplus of doctors in Palestine. 


‘Bristol Prisoner’s Defiance of Medical Officer 

Mr. Bevan asked the Home Secretary if he was aware 
that George Berry, serving a sentence of three years at 
Horfield prison, Bristol, after being in the punishment 
cell on bread and water for several days, refused to go 
out for exercise on the ground that he felt too weak, and 
that on his refusal two officers assaulted and beat him ; 
whether the complaints made by the prisoner were recorded 
in the appropriate books on his appeals to the visiting 
magistrate, the doctor, and inspector or commissioner 
of prisons; and whether he would make a full inquiry 
into the case.—Mr. Grorrrey Luoyp replied: I presume 
that the hon. Member is referring to an incident which 
occurred on Jan. 18th when the prisoner in question 
refused to go to outdoor exercise though the medical 
officer recommended that he should do so. It is quite 
untrue that two officers assaulted and beat him. When 
they ordered him to put his shoes on and to go to exercise 
he declined to do so, and on their attempting to put on 
his shoes he at first resisted violently, but eventually 
desisted and went to exercise at which he was quiet and 
well behaved. My right hon. friend had before him at 
the time reports on the matter, and is satisfied that all 
complaints made by this prisoner have been properly 
investigated and recorded. A prisoner has the right not 
only to petition the Secretary of State, but to make 
representations to the visiting committee which is an 
independent body of local justices ; and this prisoner was 
interviewed at the time by one of the visiting justices. 


Radium Supplies 

Mr. Rostron Duckworrts asked the Minister of Health 
whether his attention had been called to the statement 
by the Radium Commission that the present condition 
of radium supplies in the country presented a serious 
problem; and whether any steps could be taken to 
increase the supply of this commodity for the benefit 
of the hospitals.—Sir Kinestey Woop replied: My 
hon. friend refers, I assume, to the sixth annual report 
laid before the National Radium Trust by the Radium 
Commission. I am informed that the Trust have the 
report now under consideration, but that they are not yet 
in a position to make a statement as to their proposals. 


Cost of Patients at Pension Hospitals 

Mr. Maxton asked the Minister of Pensions the cost 
per head of maintaining patients at the hospitals of the 
Ministry at Cosham, Hants, and Erskine House, 
Renfrewshire, respectively ; and what were the proportions 
of that cost due to administrative charges, medical 
attention, and to food.—Mr. R. S. Hupson replied : 
The cost at the Ministry Hospital at Cosham is 8s. per 
patient per day, but precise analysis of the expenditure 
cannot be prepared on the lines desired. The Princess 
Louise Scottish Hospital for Maimed and Limbless Sailors 
and Soldiers at Erskine House is not maintained by the 
Ministry and no information is therefore available as to 
the analysis of cost. The cost to the Ministry of its own 
patients in this hospital is about 7s. 8d. per head per day. 


MONDAY, APRIL 6TH 
Panel Practitioners and Clerical Assistance 
Commander OutverR Locker-Lampson asked the 
Minister of Health if he was aware that doctors with 
large panel practices were overburdened with the clerical 
work involved in registering their patients and filling 
forms, &c.; and whether, as this non-medical work 
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adversely affected the capacity of doctors to cure, as well 
as injuring their health, he would take steps to make a 
small grant to doctors with large panel practices in order 
to enable them to afford clerical assistance.—Mr. SHAKE- 
SPEARE replied: My right hon. friend is not aware that 
insurance doctors are overburdened with the clerical work 
to which my hon, friend refers. Account was taken of 
this necessary part of their work when their capitation 
fee was fixed. 
Ex-Service Men and Eye Affections 

Mr. Groves asked the Minister of Pensions the number 
of Service men who were blinded in, or as a consequence of, 
the Great War.—Mr. R. 8S. Hupson replied: The total 
number of cases of eye affection due to war service which 
have at any time been pensioned at 100 per cent. is 
approximately 2500. 


Medical Diary 
SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

Fripay, April 17th. 

Clinical. 5.30 P.M. (Cases at 4.30 P.M.) Cases, already 
shown, whose subsequent history is instructive. 
Radiology. 8.15 P.M. Dr. Peter Kerley: Emphysema. 
Dr. Maurice Davidson, Dr. J. V. Sparks, and Dr. H. V. 
Morlock will also speak. 
NORTH-WEST LONDON MEDICAL SOCIETY. 

TUESDAY, April 14th.—8.30 P.M. (Royal Veterinary College 
and Veterinary Research Laboratories, Great College- 
street, N.W.), Address by Sir Frederick Hobday. 

LONDON JEWISH HOSPITAL MEDICAL SOCIETY. 

THURSDAY, April 16th.—4 P.M. (B.M.A. House, Tavistock- 
square, W.C.), Dr. Robert Hutchison : Constitutional 
Medicine. 

NORTH LONDON MEDICAL AND CHIRURGICAL 
SOCIETY. ’ 

WEDNESDAY, April 15th.—9 p.m. (Royal Northern Hospital, 

Holloway-road, N.), Clinical Meeting. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF BIRMINGHAM. - 
Fripay, April 17th.—3.30 p.m. (Queen’s Hospital), Mr. 
Douglas Marsh: Demonstration of Ear, Throat, and 
Nose Cases. 
UNIVERSITY OF GLASGOW. ? 
WEDNESDAY, April 15th.—5 p.m. (Tennent Memorial 
Building, Church-street), Prof. Briickner : Physio- 
logical Optics and their Relation to Clinical Ophthal- 
mology, and Special Clinical Ophthalmological Pro- 
blems. 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane- 
road, W. ’ 
WEDNESDAY, April 15th.—Noon, clinical and pathological 
conference (medical). 2.30 P.M., clinical and patho- 
logical conference (surgical). ; F 
THURSDAY.—2.15 P.M., Dr. Duncan White: radiological 
demonstration. 2.30 p.M., Dr. W._S. C. Copeman : 
Arthritis. 3 P.M., Dr. Chassar Moir: Operative 
Obstetrics. J 
Fray, 2.15 P.M., Dr. A. A. Davis : gynecological patho- 
logy. 3.30 p.m., Dr. Alan Moncrieff: Hygiene of the 
New-born Child 5 P.M., Sir James Walton: The 
Surgical Aspects of Dyspepsia. 2 an 
Daily, 10 a.M., to 4 P.M., medical clinics, surgical clinics, 
or operations, obstetric and gynecological clinics or 
operations. Msn 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, W. 
SATURDAY, April 18th, and SuNDAY.—All-day course at the 
City of London Hospital for iseases of the Heart and 
Lungs, Victoria Park, E. (Open only to members of 
the Fellowship.) 
GLASGOW POST-GRADUATE MEDICAL ASSOCIATION. 
WEDNESDAY, April 15th.—4.15 P.M. (Western Infirmary), 
Dr. J. G. Macgregor-Robertson: Venereal Disease 
in Men. 


JOURNKES MEDICALES DE Paris.—The third of 
the congresses known as Journées Médicales de Paris 
will be held next year from June 26th to 30th at 
the time of the International Exhibition under the 
presidency of Prof. A. Carnot. The object of these meet- 
ings is to bring together doctors in civil and military 
practice, pharmacists, veterinary surgeons, biologists, 
physicists, and chemists, both French and foreign. . The 
general subject of discussion will be Hormones and Endo- 
crine Therapeutics, and particulars may be obtained from 
the Service des Journées Médicales, Revue Médicale 
Francaise, 18 rue de Verneuil, Paris, VII. 
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MEDICAL NEWS 


University of Glasgow 

On Mondays, Wednesdays, and Fridays from April 15th 
to 27th Prof. Brickner, of Basle, will deliver six lectures 
in the ophthalmic department of the university on physio- 
logical optics and their relation to clinical ophthalmology 
and on special clinical ophthalmological problems. The 
lectures will begin at 5 p.m. 


University of Aberdeen 

On April Ist the following degrees and diplomas were 
conferred :— 

M.D.—*Jobn Findlay and *M. Mel. Milne. 

* With commendation. 

M.B., Ch.B.—A. A. N. Bain, L. G. Boyd, J. G. Byth, J. 8. 
Cruickshank, Louis Findlay, Margaret A. Hay, and William 
Wilson. 

D.P.H.—UHugh Morrison and M. J. Schultze. 


British College of Obstetricians and Gynecologists 

A meeting of the council of the College was held in 
Belfast on April Ist, with Sir Ewen Maclean, the president, 
in the chair. Mr. Eardley Holland was appointed to 
represent the College on the committee of the Eugenics 
Society which is considering population problems, and Dr. 
Douglas Miller (Edinburgh) was appointed representative 
at the forthcoming French Congress of Gynecology. 

S. L. Navaratnum and G. A. W. Wicknamasuriya were 
elected members of the College. 

At a special meeting of the council held on April 2nd 
the following were formally admitted to the fellowship : 

Alexander Ernest Chisholm (Dundee), John Francis Cun- 
ningham (Dublin), Margaret Fairlie (Dundee), and John Gardner 
and Robert Aim Lennie (Glasgow). 

The following were admitted to the membership : 

A. J. 8. L. Boyd, R. B. Charlton, Mildred I. Ealing, Stanley 
Henderson, C. R. MacDonald, J. 8. MacVine, T. N. MacGregor, 
8. D. Meares, Elizabeth M. Moore, T. R. Plunkett (in absentia), 
A. W. Purdie, Edward Solomons, and W. R. Winterton. 

At the annual general meeting which followed Mr. 
Bright Banister, Prof. Daniel Dougal, Dr. Thoedore Haul- 
tain, and Mr. Henry Greer were elected to the council as 
representatives of the fellows, and Mr. G. F. Gibberd and 
Dr. Douglas Miller as representatives of the members. 
Sir Ewen Maclean was elected a trustee in place of the 
late Prof. W. Blair-Bell. 


International Congress of Orthopedic Surgery 

The third congress of the International Society of 
Orthopedic Surgery will be held at Bologna from Sept. 21st 
to 24th, and in Rome on Sept. 25th, under the presidency 
of Prof. Putti (Italy). There will be discussions on internal 
derangements of the knee and on arthrorisis in the sequels 
of infantile paralysis. Mr. H. A. T. Fairbank is vice- 
president of the congress, and the speakers in the first 
discussion will include Mr. Harry Platt. The secretary- 
general is Dr. Delchef of Brussels. 


Fellowship of Medicine and Post-Graduate Medical 

Association 

The following courses will be given during this month : 
proctology at St. Mark’s Hospital (all day, April 20th to 
25th); ophthalmology at the Royal Eye Hospital (after- 
noons, April 20th to May Ist); medicine, surgery, and 
gynecology at the Royal Waterloo Hospital (all day, 
April 27th to May 9th); psychological medicine at the 
Maudsley Hospital (afternoons, April 27th to May 30th). 
In May courses will include: dermatology at St. John’s 
Hospital (afternoons, May Ist to 29th); thoracic surgery 
at the Brompton Hospital (all day, May llth to 16th) ; 
urology at St. Peter’s Hospital (all day, May 18th to 30th) ; 
proctology at the Gordon Hospital (all day, May 25th to 
30th); venereal diseases at the London Lock Hospital 
(afternoons, May 25th to June 20th). Week-end courses 
will be held during April and May as follows: heart and 
lung discuses at the Victoria Park Hospital (April 18th 
and 19th); infants’ diseases at the Infants Hospital 
(May 2nd and 3rd); chest diseases at the Brompton 
Hospital (May 9th and 10th); surgery at the Cancer 
Hospital (May 16th and 17th). Courses arranged by the 
fellowship are open only to members and further informa- 
tion may be had from the secretary of the fellowship, 
1, Wimpole-street, London, W. 








Central Midwives Board 

Sir Comyns Berkeley, F.R.C.P., has been elected 
chairman of the Central Midwives Board in succession to 
Dr. J. S. Fairbairn, who has retired from the Board 


Medical Research Council 

Mr. Richard K. Law, M.P., has been appointed a 
member of the Medical Research Council, in the vacancy 
caused by the retirement of Mr. W. 8. Morrison, M.P., on 
becoming Financial Secretary to the Treasury. 


Army Dental Corps 
The annual dinner of the officers of the Army Dental 


Corps will be held on Friday, July 24th, at the Connaught 
Rooms, W.C.2. 


Society for the Study of Inebriety 

The spring meeting of this society has been deferred 
till Tuesday, April 21st, when it will be held at 11, Chandos 
street, London, W., at 4. p.m. After the business meeting 
Dr. J. D. Rolleston will read a paper on snuff-taking. 


German Radiological Congress 

The twenty-seventh congress of the Deutsche Réntgen- 
Gesellschaft, which was postponed because of the German 
elections, will now be held at Wiesbaden from April 23rd 
to 25th. Further information may be had from Prof. 
Dr. Frik, Briickenallee 22, Berlin, N.W. 87. 


Course on Chemical Warfare 

Seven lectures and a practical demonstration on air 
raid precautions for members of the medical profession 
and trained nurses have been arranged by the British 
Red Cross Society. They are to be given on Fridays at 
5 pM. at 9, Chesham-street, Belgrave-square, London, 
S.W., and the first will be on May Ist. The lecturer is 
Major H. N. Stafford, R.A.M.C., and further information 
may be had from the county secretary of the society, 
9, Chesham-street, London, 8.W.1. 


Pathological Research in Relation to Medicine 

Our advertisement columns contain particulars of a 
course of lectures on this subject to be given in the 
institute of pathology and research at St. Mary’s Hospital, 
London, at 5 P.M. on Tuesdays from April 2Ist to 
June 9th. The first is by Sir Almroth Wright, F.R.S., 
principal of the institute, and the other speakers will be 
Sir Joseph Barcroft, F.R.S., Mr. F. L. Pyman, F.R.S., 
Dr. J. E. McCartney, Prof. L. J. Witts, Prof. E N. 
Andrade, F.R.S., Prof. Grey Turner, and Prof. 8S. P. 
Bedson, F.R.S. 


London School of Hygiene and Tropical Medicine 

The annual malaria control course for laymen will be 
held at this school (Keppel-street, W.C.) from June 22nd 
to 26th under the direction of Sir Malcolm Watson. On 
Thursday, July 16th, it is proposed to hold at the school 
the annual conference for medical officers in industry 
overseas, the object being that officers on leave from the 
tropics may be able to meet their colleagues and discuss 
their problems. The main subject for discussion will 
be the prevention of disease, Further information about 
the course and the congress may be had from the organising 
secretary of the Ross Institute of Tropical Hygiene at 
the school. 


Association for Morai and Social Hygiene 

Dame Rachel Crowdy, R.R.C., will preside at a public 
luncheon to be held at the Criterion Restaurant, London, 
W., on April 23rd to celebrate the fiftieth anniversary 
of the repeal of the Contagious Disease Acts. The speakers 
will include Lady Astor, M.P., Mr. R. A. Butler, M.P., 
and Prof. Gilbert Murray. At 6 P.M. on the same day a 
service of thanksgiving is to be held at St. Martin-in- 
the-Fields, when the Bishop of Liverpool will be the 
preacher, and on April 24th, at 5.30 p.m., Madame Pesson- 
Debret will address a meeting at the Livingstone Hall 
(opposite St. James’s Park station) on the Fight against 
Regulation in France. Further particulars may be had 
from the Association at Livingstone House, Broadway, 


8.W.1. 
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Appointments 


EwinG, J. B., F.R.C.S. Edin., has been appointed Resident 
Medical and Surgical Officer and Registrar at Wigan 
Infirmary. 

FALCONER, M. A., M.B.N.Z., F.R.C.S. Eng., Surgical Registrar 
at the Aberdeen Royal Infirmary. 

Gorpon, G. D., M.A.Camb., M.R.C.S.Eng., D.T.M. & H., 
D.O.M.S. Ascistant Medical Officer of Health for Hull. 
HARTFALL, 5. M.D. Leeds, M.R.C.P. Lond., Hon. Assistant 

Physician ta the General Infir mary, Lee 

OLDHAM, J. B., M.B. Liverp., F. .S. Eng., Visiting Surgeon 
to the Ministry of Pensions Hospital, Mossley Hill, Liver- 
poo 

Russy, N. L., B.M. Oxon., M.R.C.P. Lond., Physician to Out- 
patients at the City of London Hospital for Diseases of the 
Heart and Lungs. 

SMITH, K. SHIRLEY, M.D., F.R.C.P. Lond., Physician to In- 
patients at the City of London Hospital for Diseases of 
the Heart and Lungs. 

Woop, H. L. C., M.S. Lond., F.R.C.S. Eng., Assistant Ortho- 
peedic Surgeon and Assistant Surgeon to King’s College 
Hospital. 

Bucks County Mental Hospital, Stone, Aylesbury.—The following 
appointments are announced :— 

TATTERSALL, 8S. R., M.R.C.S. Eng., Senior Assistant Medical 
Officer ; 
Tues, J. *SAWLE, M.R.C.S. Eng., Junior Assistant Medical 
cer ; 
GREENER, JOAN E., M.B. Birm., D.P.H., Junior Assistant 
Medical Officer. 


Vacancies 


For further information refer to the advertisement columns 

Accrington, Victoria Hospital.—H.S. £150. 

Altrincham General Hospital.—Jun. H.S. At rate of £120. 

Ayr County Council.—Asst. M.O. £500. 

Battersea General Hospital, S.W.—Two Hon. Anesthetists. 

Beckenham, Bethlem Royal Hospital, Monks Orchard.—Two 
Res. H.P.’s. Each at rate of £17 

poabans City, P.H. Dept.—Res. og M.O. £400. 

Birmingham, Queen’s Hospital.—Bacteriologist and Clinical 
Pathologist. £600. 

———. St. Chad’s Hospital.—Jun. Res. M.O. At rate of 


Bolton Royal Infirmary.—H.S. £125. 

Bradford Children’s Hospital.—H.P. £100. 

Brighton, Royal Susser County Hospital and Hove General 
Hospital.—Hon. Physiotherapeutist. 

Bristol Eye Hospital.—Jun. Res. H.S. £100. 

Bristol Royal Infirmary.—Hon. Clin. Asst. 

British Postgraduate Medical School, Ducane-road, W.—H.P. 

Burnley Victoria Hospital.—H.P. At rate of £150. 

Cheltenham General and Eye Hospitals.—H.P. £200. 

Doncaster, Royal Infirmary and Dispensary.—Res. Ansesthetist. 
At rate of £175. 

Ealing, King Edward Memorial Hospital.—Sen. Res. M.O. At 
rate of £250. 

Edenbridge District Hospital.—Hon. Gynecologist. 

Evelina Hospital for v~ Children, Southwark, S.E.—H.S. £120. 

Ezeter, Royal Devon a nd Exeter Hospital. —H.S. to Ear, Nose, 

hroat Dept. £156 

eT io Royal Victoria Deeitit den Res. M.O. At rate 
o 

Glasgow, Stophiu Hospital.—Res. Anesthetist. pom. 

Greenwich Metropolitan Borough.—M.O.H. £1106 

Halifax Royal Infirmary.—Second and Third iL.’ 8s. £175 
and £150 respectively. 

ampstead General and N.W. London Hospital.—Cas. M.O. for 

Out-patient Dept. £100. H.S. £100. Also Physician to 
Out-patients. 

Hospital for Sick Children, Great Ormond-street, W.C.—Res. 
=. = for Country Branch. At rate of £250. Also Surg. Ree. 





Hull oo Exipmary. —H.P. to Sutton Branch Hospital. At 
rate of £160. 

Ipswich, East Suffolk and Ipswich Hospital.—H.S 144 

Isleworth, West Middlesex County Hospital. —Vinitine Ortho- 
peedic Surgeon. £3 3s. per session 

Italian H al, Queen-square, W.C.—Hon. Asst. Su 

roe ony ental Deficiency Acts Committee.—Asst. M.O. £550. 

er Royal Infirmary. —Jun. H.S. £130. 

Leicester, City General Hospital.—Res. M.O. At rate of £300. 

London County ( ‘ouncil. —Part-time Medico-Psychologist. £600. 
Also Asst. M.O.’s (Grade I.). Each £350. Temp. Dist. 
M.O.’s. £165 and £142 108. 

London Jewish Hospital, Stepney Green, E.—Res. M.O. and 
H.P. At rate of £150. Also H.S. and Cas. O. Each at 
rate of £100. 

Macclesfield snare Infirmary.—Second H.S. At rate of £150. 

e, Kent County Ophthalmic and Aural Hospital.— 
Ophth. H.S. £200. 

Manchester, Ancoats Hospital.—Res. M.O. At rate of £150. 

Manchester, Christie Hospital and Holt Radium Institute.— 
Asst.M.O. £400, 

Manchester City P.H. Dept.—Asst. M.O.H. £700. 

Manchester Royal Infirmary.—Med. Reg. to Out-patient Dept. 
At rate of £150. Also four H.S.’s. Each at rate of £50. 

Met itan Hospital, Kingsland-road, E.—Sen. and Jun. 

r,s on H.S.’s. Also Cas. O. and Res. Anesthetist. 


National Temperance Hospital, Hampstead-road, N.W.—H.P. 
At rate of £100. 


Newcastle-upon- Tyne, po Victoria Infirmary.—Jun. Surg. 
Reg. £150. 

Oldham County Borough. —M.O.H. £1200. 

Penarth, Glam, Llandough Hospital.—Jun. Res. M.O. £100. 

Plymouth City General Hospital.—Jun. Asst. M.O. £250. 

Poplar Hospital for Accidents, East India Dock-road, E.—Asst. 

fon. Surgeon. 

Portsmouth Royal Hospital.—-Cas O. At rate of £130. 

Preston and County of Lancaster Royal Infirmary.—Cas. H.S. 
At rate of £159. 

Princess Beatrice Hospital, Earl's Court, S.W.—Hon. Clin. Assts. 

Radium Institute, 16, Riding House-street, W.—H.S. At rate of 
£150. 

Rochdale County Borough.—Sen. Asst. Res. M.O., &c. £500. 

Rotherham Hospital.—H.P. £180. Also Cas. H.S. £150. 

Royal Naval Medical Service.—M.0O.’ 

Sheffield Children’s Hospital.—H.8. At rate of £100. 

Sheffield, Winter-street Hospital.—Asst. Tuber. O. £350. 

Southampton Isolation Hospital and Sanatorium.—Jun. Res. 

.O. £200, 

Stockport Infirmary. -H.S. and Cas. O. £150. 

Surrey Standing Joint Committee.—Part-time Pathologist and 
Medico-Legal Advisor to Surrey Constabulary. 100 guincas 
with extras. 

Swansea County Borough.—Asst. M.O. £500. 

Swansea General and Eye Hospital.—H.P. At rate of £150. 
Also Cas. O. At rate of £150—€175. 

Taunton and Somerset Hospital.—H.5. At rate of £100. 

University College, Gower-street, W.C. —~Bay liss-Starling Memorial 
Scholarship. £120. Also Asst. Physician. 

Warwick, King Edward VII. Memorial Sanatorium, Hertford 
Hill.—Jun. Asst. M.O. £250. 

Western Ophthalmic Hospital, Marylebone-road, N.W.—Jun. 
Res. H.S. At rate of £100. 

Westminster City.—M O.’s for Maternity and Child Welfare. 
14 guineas per session. 

Winchester, Royal Hampshire County Hospital.—H.S. At rate 
of £125 

Medical aes under the Workmen’s Compensation Act, 1925, 
for the Camelford, Holsworthy, and Launceston County 
Court Districts. Applications should be addressed, the 
Private Secretary, Home Office, Whitehall, London, S.W.1, 
before 22nd April. 


Births, Marriages, and Deaths 


BIRTHS 

ApsEY.—On March 18th, at Rangoon, Burma, the wife of 
Capt. G. R. M. Apsey, I.M.S., of a a 

BLAIKLEY.—On March 28th, at Welbeck-street W., the wife 

J. B. Blaikley, F.R.C.S. Eng., of a son. 

Coox.—On March 29th, the wife of George T. Cook, M.D. 
Camb., Beckenham, of a son. 

HARDY. On April 5th, at Bentinck-street, W., the wife of 
Dr. T Hardy, of West Byfleet, of a dauchter. 

RaATCcurF NF —On March 26th, the wife of James Rudd Ratcliffe, 
F.R.C.S. Eng., of De rby, of a son. 

ROBERTSON.—On March 29th, at Winchester, the wife of 
Kenneth Robertson, M.D. Lond., of a son. 

WaATERS.—On March 3)th, at Toronto, to Dr. Cicely (née 
Weatherall), wife of Dr. E. T. Waters—a daughter. 


MARRIAGES 


LAVENDER—KEYSELL.—On March 28th, at Sarratt Parish 
Church, Herts, Dr. Douglas C. Lavender to Frances Mildred 
Elsmere, younger daughter of Mr. T. E. Keysell, of Sarratt. 

NIBLOCK—AUSTIN.—On April 4th, at St. Mary’s, Monmouth, 
Willie McNeill Niblock, ay R.C.S. Eng., I.M.S., to Monica 
Hulbert Austin, M.R.C.S. Eng 

WoopHEAD—MATHER.—On _ h 31st, at the Cathedral, 
Manchester, John Alfred Arbarestro Lamb Woodhead, 
M.Se., M.B.Manch., to Amy Barbara de Ville Mather, 
M.B. Manch., only daughter of Dr. J. de Ville Mather of 


Todmorden. 
DEATHS 


BaRTON.—On March 3ist, at Market Rasen, George Henry 
Barton, M.R.C.S. Eng., L.R.C.P. Edin., in his 8ist year. 

Cassipy.—On April 3rd, at Salisbury, David Mackay Cassidy, 
C.B.E., M.D., D.Se., late of Lancaster, in his 90th year. 

GuNTER.—On April 2nd. at Rochester, Lt.-Colonel> Francis 
Ernest Gunter, D.S.0., M.D. Edin., R.A.M.C., retd., 
aged 66. 

RoGErRson.—On April 4th, Cecil John Rogerson, M.C., M.B. 
Lond., of Canterbury, aged 49. 

TURNER.—On March 3ist, at an Edinburgh nursing home, 
William Turner, M.V.O., O.B.E., M.D. Edin., late of 
Gibraltar and the Royal Societies ¢ ‘Jub, London. 

Wuson.—On April Ist, at Broughshane, Co. Antrim, Major- 
General James Barnett Wilson, C.B., C.M.G., late A.M.S., 
aged 73 years. 


N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths 





East Ham MemoriaAt Hospirat.— Only £1700 
remains to be raised of the £18,000 required by this 
hospital to clear it of debt. Lord Bethell, the presi- 
dent of the hospital since its foundation in 1902, has 
contributed half the amount of the debt. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE SCOPE OF THE ALMONER 


THE part played by the social worker in the 
hospital is, in America, more personal and far-reaching 
than in this country. That practice has outgrown 
its theoretical basis is clear from an informative 
study of current aims and methods made for the 
American Association of Medical Social Workers. 
The practical work has developed partly out of a 
recognition of the obvious economic need, and partly 
out of the feeling of the social responsibility of 
hospitals towards their patients. The social worker 
in the United States seems to spend so much time and 
thought, and perhaps also so much emotional force, 
on an individual patient, that it is clearly desirable 
to ascertain whether it is worth while and whether 
her efforts are being directed with good judgment. In 
this study neither her aims or the value of her function 
is doubted, but criticism is directed at the vagueness 
of the social worker’s mode of thought and her 
haphazard mode of procedure. The report is care- 
fully thought out, and is in the main analytical ; 
some of it is concerned with those technical terms 
which cover vague notions and give to those who 
use them a false feeling that they possess some very 
special knowledge and method ; the word “‘ interpreta- 
tion”’ is an example. Here, as in other aspects of 
social work, the influence of psychological modes of 
approach is plain; the dividing line between the 
psychiatric social worker and her colleague who 
works in general medicine and surgery is growing 
less sharp, now that the importance of seeing the 
patient as a whole, and taking into account his 
personality as well as his disease, is being recognised. 
With insistence on the need to look at a person in 
his social setting, there have however crept in less 
valuable reminders of the influence of medical 
psychology—a certain amount of jargon, and a 
disposition to create a “ science’’ out of a jumble 
too complex for exact definition. The report divides 
‘“medical social work ’”’ broadly into (a) caring for 
the elementary needs of subsistence, (b) effecting 
social readjustments, (c) and giving individual, more 
or less psychological, support; it is questionable 
whether the last should be undertaken by those who 
have not had specialised training for it. Very 
important is the decision how far the social worker 
should extend her activities ; how long, for example, 
shall she continue with a case, how much time is 
she justified in spending on it, what should she do 
in regard to other members of the family who need 
social care, with how much independence shall she 





proceed in her attempts at social adjustment of 


what began as a mainly medical problem, how 
closely shall she allow the patient to become intimate 
with her and emotionally, as well as materially, 
dependent on her friendship ? Miss Bartlett’s book 
surveys these questions, which present themselves 
whenever the social worker or hospital almoner 
reckons to do more than care for those material needs 
of the patient which arise out of his illness. The 
contribution which the social worker can make to 
the treatment of hospital patients is brought home 
indirectly but forcefully by an objective and balanced 
investigation of this sort, in which the arguments in 
favour of social work are taken for granted, and 
evaluation of results and selection of methods are the 
chief concern. The allocation of her time is com- 
plicated in this country at any rate by the fact that 
her duties include the assessment of the proper 
contribution to be made by the patient towards 
his maintenance while in hospital; in fact it is 
primarily for this purpose that the hospital first 
appoints an almoner, though once she becomes a 
member of the staff she usually has no difficulty in 
convincing the authorities that this economic side 


1 Medical Social Work. By Harriett M. Bartlett. Chicago: 
American Association of Medical Social Workers. Pp. 223. 
1 dollar. 


of her work is not the only or even the most important 
one, The fact remains, however, that in this country 
the activities of the social worker attached to 
general hospitals are much more limited than in 
America, and it is thus of interest to read of the 
defects of organisation as well as the advantages of 
the practice of following the patients to their homes, 


AN EDINBURGH PHARMACOPGIA 


THE fifth edition of the Pharmacopoia of the 
Royal Infirmary, Edinburgh (Jas. Thin, South 
Bridge, 1935, pp. 64, 3s. 6d.). is before us. The 
arrangement is a little unusual, Following the 
introductory notes on weights and measures, nomen- 
clature, and so forth, is a comprehensive list of 
preparations which are deemed suitable for ward 
stock; in this category are included many stock 
solutions usually found only in the hospital dis- 
pensary. Mixtures are classified in accordance with 
their pharmacological action. ‘Laxative alkaline 
mixture,’ the first in the series, is not happy in its 
choice of ingredients: dispensed as written the light 
magnesium oxide and sodium bicarbonate would 
react to form an indiffusible mass within a few hours. 
Light magnesium carbonate should replace the oxide. 
For hemopoietic treatment Blaud’s pill in capsules 
is suggested as the simplest method of prescribing 
iron. Has saccharated iron carbonate been con- 
sidered ? With this preparation larger doses of ferrous 
iron can be administered more cheaply and in much 
smaller compass. Dosage is sometimes on the 
cautious side. The use of hyoscine hydrobromide 
and tincture of stramonium in larger doses than 
those indicated might have been mentioned in the 
treatment of the post-encephalitic state and parkin- 
sonism, In the formule for lotions the choice of 
colours differs from that of the B.P.C. and adopted 
by most other hospital formularies: boric acid is 
coloured pink, mercuric chloride red or orange, and 
phenol is colourless, The standardisation of blue for 
mercuric chloride, red for phenol, and no colour for 
boric acid is a good convention. Much useful 
information is given in the notes on N.H.1. prescribing. 
especially the examples of keeping down cost without 
impairment of therapeutic properties. In the para- 
graph on flavouring agents it might perhaps have 
been remarked how expensive are the tinctures of 
orange and lemon and the spirit of peppermint. 
Taken collectively, the prescriptions have little 
originality, but they make a useful collection in small 
compass. The most important preparations of the 
B.P. have been included and there is a handy list of 
proprietary equivalents. 


AN UNUSUAL CASE OF SCIATICA 


PRESSURE by an aneurysm is a very rare cause 
of symptomatic sciatica. J. Krull, in reporting a 
case in the Nederlandsch Tijdschrift voor Genees- 
kunde (1935, Ixxix., 5562), points out that there are 
two reasons for this—namely, the absence of large 
vessels in the immediate neighbourhood of the 
sciatic nerve at most parts of its course and the 
rarity of peripheral aneurysms in general. The only 
place where a large artery lies close to the nerve is 
the popliteal fossa, and it happens that at this point 
aneurysm is comparatively common. 

The patient was a man, aged 64, who had complained 
of pain in the right leg for nine months. The pain started 
in the popliteal region and ran down the inner side of 
the leg to the sole of the foot. There were sensations of 
pricking and tingling in the same region. The past history 
was negative ; venereal disease was denied. On examina- 
tion, objective signs of sciatica were absent, and the 
reflexes, sensation, and movements were normal. But a 
tumour as large as an egg, and presenting the classical 
signs of aneurysm (expansile pulsation, diastolic murmur, 
and cessation of theseon pressure proximal to the swelling), 
was seen in the popliteal fossa. In the left leg there was 
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but not so biden.’ 
aneurysm was successfully excised, with complete relief 


a@ similar swelling, The right-sided 


of the pain, but the left, which 


was causing no 
symptoms, was left alone. 


Bilaterally symmetrical aneurysm has previously 
been described, and is ascribed to atheromatous 
changes in the vessels, possibly combined with 
nervous disturbances. Krull considers that these 
factors applied in the case he describes. 


THE SERIOUSNESS OF TUBERCULOUS 
SUPERINFECTIONS 


WHEN clinically demonstrable tuberculosis develops 
in someone who, a few years earlier, had been found 
to be Pirquet-positive, is his disease a sequel to his 
primary infection or to a recent superinfection ? 
Many, if not most, of the papers in which an attempt 
is made to answer this question provide evidence 
which is so inconclusive that it is a pleasure to 
discover such weighty arguments as those provided 
by Dr. J. Heimbeck in a lecture recently given before 
the Medical Society of Oslo (Nord. med. tidskr., 
Feb. 15th, 1936, p. 241). It may be said at once 
that he makes out a plausible case for superinfections 
as the cause of a goodly proportion of cases of active 
tuberculosis in persons between the ages of 12 and 38. 

The material consisted of 2425 persons with a total 
observation period of 9903 years. These persons were 
classed in five groups. Group A consisted of persons 
of both sexes between the ages of 12 and 19, some 
living in tuberculous and others in healthy sur- 
roundings. Group B included persons between the 
ages of 20 and 38 unexposed to tuberculosis. Group C 
included persons of the same age as in group B, 
but living in tuberculous surroundings. Group D 
included the nurses of the Ullevaal Hospital in which 
they were exposed to intensive infection with tuber- 
culosis. Group E included the Ullevaal nurses who 
became Pirquet-positive as a result of B C G inocula- 
tion. The 2425 persons in these five groups were 
kept under observation with reference to their 
development of tuberculosis during the 9903 years 
under review. The tuberculosis they developed was 
classified in two categories according as it was 
characteristic of primary tuberculosis (pleurisy or 
erythema nodosum) or appeared in some other form 
(pulmonary tuberculosis or pulmonary infiltration) 
commonly regarded as usually being a comparatively 
late manifestation of a tuberculous infection. Such 
a distinction was, of course, rather arbitrary, and Dr. 
Heimbeck is careful to note that the tuberculous 
manifestations in his second category may in some 
cases have been the prompt sequel to a primary 
infection. 

In his first three groups, in which there were 1608 
persons kept under observation for a total of 6431 
years, there were only 2 cases of tuberculosis in the 
first category, and 21 in the second. But in group D, 
represented by 588 nurses, the incidence of tubercu- 
losis was much higher—13 cases in the first category 
and 14 in the second. In group E (229 nurses) 
there were 7 cases in the first category, but only 1 
in the second. Commenting on these findings, Dr. 
Heimbeck emphasises the fact that in his first three 
groups all but two of the cases of tuberculosis 
belonged to his second category (comparatively late 
manifestations of tuberculosis). But in group D 
—originally healthy nurses—there were as many as 
13 cases of tuberculosis in his first category and 
14 in his second. After considering various possible 
sources of error in his calculations, he comes to the 
conclusion that the frequency with which the nurses 
in group D developed manifestations of tuberculosis 
indicative of a recent infection must be taken as the 
measure of the importance of superinfections. As for 
the nurses in group E—persons inoculated with 
BCG because a negative Pirquet test had indicated 
the absence hitherto of a primary infection—it was 
significant that all but one of the 8 nurses subse- 
quently developing tuberculosis suffered from it in 
the form of pleurisy or erythema nodosum. Evidently 








the benign infection with BCG had in these cases 
failed wholly to counteract the massive infections to 
which the nurses had been exposed. 


STATISTICAL POINTERS TO PRACTICE 


DuRING the past twenty years manufacturers 
have more and more adopted quantitative methods of 
measuring their markets and a book ' lately issued to 
help them in their task provides valuable information 
by bringing together from scattered official and 
unofficial sources statistics of population, of families, 
of density, of the incidence of social grades, of local 
prosperity, and so on. The tables are often illustrated 
by the type of pictorial diagram which leads to the 
digestion of statistics without much dyspepsia, and 
the clear presentation of the material, and references 
to its places of origin, may well lead to the book 
having a wider circulation than is the authors’ 
immediate aim. For instance, the young medical 
graduate in two minds as to where to practise might 
well find hints in its tabulations. The southward 
trend of population is shown by the fact that between 
1921 and 1934 there was an increase of 1} millions 
in London and the south-east—an increase equal to 
the populations of Manchester and Liverpool combined 
—while Scotland, Northumberland, and Durham 
had virtually no increase, and Wales actually 
diminished in population. Parallel with these 
changes there has been a tendency for the popula- 
tions of metropolitan centres to move outwards. 
He who is interested in midwifery or the diseases of 
childhood will find high birth-rates and a high 
proportion of children in South Wales, Northumber- 
land, and Durham, and in Scotland. For the same 
number of patients it appears that the practitioner of 
te-day—and still more of to-morrow—must have a 
larger number of families on his visiting list than his 
predecessor. For in 1921 there were 4°17 persons 
per family, and by 1934 this had fallen to 3°68. As 
is well known, the age composition of the population 
is changing; the number of children is diminishing 
while the number of adults is still increasing, and every 
increase in the latter means an increase in small 
families. By 1941 families of 1-3 persons will, it is 
estimated, have risen by nearly a million, while those 
of 6 or more will have fallen by 300,000. Estimates 
of the numbers of families in different income groups 
show that the lowest grade, whose chief income-earner 
receives less than about £4 per week, are proportion- 
ately most frequent in Lancashire, Warwickshire, 
Nottinghamshire, Durham, Derbyshire, and Stafford- 
shire, and least frequent in Sussex, London, Corn- 
wall "Middlesex, Surrey, and Devon. We may note 
in passing an estimate that the total sales of news- 
papers in Great Britain per 100 families is equivalent 
to 95 morning, 57 evening, and 130 Sunday papers. 


OXYGEN ADMINISTRATION.—We have received a 
letter from Dr. Argyll Campbell saying that the box 
mask for administration of oxygen to which he 
referred in a letter in THE LANCET last week may 
be obtained in aluminium from Messrs. Siebe Gorman 
& Co., Ltd., 187, Westminster Bridge-road, London. 


TUBERCULOSIS IN Moscow: CorRRIGENDUM.—In 
our issue of March 2lst (p. 699) we credited Mr. 
Le Gros Clark with a statement that the Moscow 
death-rate from tuberculosis has been reduced from 
40 per 1000 during the civil wars to less than 12 per 
1000 to-day. These rates are (as may be supposed) 
ten times too high. The figures given by Mr. Clark 
were 400 and 120 per 100,000—i.e., 4 and 1°2 per 1000. 


2 Home Market, a Handbook of Statistics. By Major G. 


Harrison and F. C. Mitchell, and the statistical staff of the 
London Press Exchange, Ltd. London: George Allen and 
Unwin Ltd. 1936. Pp. 149. 10s. 6d, 


NOTTINGHAM HospPITAL SATURDAY FuND.—This 
fund for the past year amounted to £28,174, the 
highest figure reached since its inauguration. 





